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Introduction
Eating disorders by definition comprise abnormal eating behaviours, ranging from 
starvation to excessive eating. All involve a complex interplay of physical, behavioural 
and cognitive factors. The National Institute of Mental Health (1994) reported that more 
than 5 million people in the USA have eating disorders. Young women make up over 
90% of cases, with approximately 1% developing Anorexia Nervosa (AN) and 1-3% 
developing Bulimia Nervosa (BN, Mental Health Foundation, 2000; National Institute of 
Mental Health, 1994). Furthermore, approximately 15% of adolescent women express 
dysfunctional attitudes to eating (e.g. Mintz & Betz, 1988) and 46-81% of ten-year-olds 
are concerned with dieting, being fat, or binge-eating (Mellin, Irwin & Scully, 1992).
With respect to long-term prognosis, eating disorders are notoriously difficult to treat 
(Zerbe, 1992). Treatment methods include cognitive-behavioural, psychodynamic, and 
family interventions, and also pharmacotherapy. However, only half of those with AN or 
BN make a full recovery (Keel, Mitchell, Miller, Davis & Crow, 1999). Prognosis is 
further complicated by high frequency of concurrent diagnoses, such as major depressive 
disorder, substance abuse and personality disorders (Zerbe, 1992). More significantly, 8- 
18% of anorexic patients die from the immediate, or longer-term effects of restricted 
eating (e.g. Hsu, 1990; cited in Zerbe, 1992). Zerbe (1992) described eating disorders as 
a “ubiquitous clinical and therapeutic challenge” (pp:167), and clearly they have a 
profound impact on individual lives and on health care services.
Diagnostic criteria
The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV, American 
Psychiatric Association, 1994) recognises a number of different eating disorders, 
including AN, BN, binge-eating disorder and obesity. However, this essay will focus 
primarily on AN and BN, as these areas have raised considerable interest in recent years 
with respect to theoretical explanation, research, therapeutic intervention and service 
provision.
3
AMH Essay
AN and BN are typically differentiated in terms of eating behaviour (refer to Appendix I 
for full diagnostic criteria). Anorexics significantly restrict eating and refuse to gain 
weight, resulting in extreme thinness. In contrast, bulimics enter a binge-purge cycle, 
where uncontrollable, excessive eating is combated with dieting and other compensatory 
behaviours, such as vomiting or use of laxatives. Bulimics are therefore less likely to 
experience dramatic weight loss (DSM-IV, American Psychiatric Association, 1994). 
Notwithstanding the above, there are also a number of key similarities between these 
disorders. In particular, both client groups evaluate self-worth by body-shape and weight, 
have an intense fear of being fat, are preoccupied with weight and shape, and use weight 
management to serve important functions (Vitousek & Hollon, 1990). Ultimately, both 
are complex, multidimensional disorders.
However, whilst many women have been on a diet at some time in their life, the factors 
that push people to starve themselves, or to enter a vicious cycle of binge-eating and 
purging, are not fully understood. Numerous theories have been proposed with respect to 
the causes and maintenance of eating disorders. However, this essay discusses two of the 
more prominent approaches: the cognitive and psychodynamic models.
Cognitive model of Anorexia Nervosa and Bulimia Nervosa
Literature has long referred to dysfunctional cognitions in eating disorders (e.g. Bruch, 
1973) and the DSM-IV criteria highlights cognitive factors in both AN and BN. It is 
therefore not surprising that a number of cognitive theories have been proposed. These 
theories are broadly derivatives of Beck’s (e.g. Beck, Rush, Shaw & Emery, 1979) 
cognitive model for depression, and many emphasise the maintenance of eating disorders, 
rather than development (Cooper, 1997).
The generic cognitive model proposes that eating disordered individuals typically have 
organised, dysfunctional cognitive structures, or schemata, comprising beliefs about food, 
weight and shape, and the self. These are bom out of difficult childhood experiences and 
are typically maladaptive, rigid, extreme and irrational (Gamer & Bemis, 1982).
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Furthermore, as with other disorders, schemata result in information processing biases 
and distortions, such as dichotomous thinking and catastrophising. When triggered, 
beliefs result in automatic negative thoughts, which maintain symptoms. Most theorists 
suggest that beliefs about weight and shape interact with low self-esteem, so that self- 
worth becomes inextricably linked with shape and weight. Furthermore, self-esteem 
becomes controllable through weight management (Vitousek & Hollon, 1990). 
Treatment focuses on identifying, challenging and modifying beliefs and assumptions, 
and related behaviours (Gamer & Bemis, 1982). However, approaches appear to differ in 
terms of developmental processes, the exact content of dysfunctional cognitive structures, 
and which specific factors drive eating disorders.
Gamer & Bemis (1982) argued that anorexics believe that thinness is the most important 
way of determining self-worth, and equate anorexia to a phobic fear of food and weight- 
gain. People with Anorexia perceive themselves as the frightening object, specifically 
themselves as overweight. A ‘potential’ anorexic is introverted and easily influenced by 
the expectations of others. In addition, anorexia is often preceded by a period of 
increased isolation and depression. Weight loss becomes associated with increased self- 
worth, attractiveness and control. During the initial stages, these beliefs are positively 
reinforced by successful dieting, and negatively reinforced through fear of weight gain, 
thus creating a pervasive mechanism of maintaining restricted eating patterns.
Fairbum and colleagues (e.g. Fairbum, Cooper & Cooper, 1986; cited in Cooper, 1997) 
proposed a similar model for BN. They suggested that bulimics have dysfunctional 
beliefs regarding shape, weight, and eating, which determine self-worth. Individuals are 
constantly preoccupied with their appearance and become increasingly extreme with 
respect to their eating habits. However, severe dietary restrictions inevitably cause 
individuals to lose control, resulting in binge-eating. This is regarded as catastrophic, 
resulting in purging and more dietary restraint. Consequently, they enter into a vicious 
cycle of starvation, binge-eating and purging.
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Fairbum, Shafran & Cooper’s (1999) recent model emphasises the anorexic’s need to 
control eating, rather than concerns over weight and shape. Anorexics typically have an 
extreme need for self-control and perfectionism, which interacts with low self-esteem. 
Dietary restriction performs a number of functions. In particular, weight loss is a direct 
and quantifiable measure of self-control and worth, it helps to control others, and it 
complies with cultural values of beauty. As preoccupation with weight intensifies, an 
anorexic regularly checks for weight changes, resulting in increased feelings of 
inadequacy and further dieting. If an individual begins to use purging behaviours, control 
over eating may subside, resulting in the bulimic binge-purge cycle. Treatment should be 
aimed at the relationship between self-control and eating, shape and weight.
Guidano & Liotti (1983; cited in Cooper, 1997) argued that people with eating disorders 
typically have dysfunctional beliefs relating to personal identity and self-esteem. An 
anorexic’s identity is governed by beliefs of inadequacy and failure, and fears of 
rejection. During childhood, anorexics fail to develop autonomy and self-expression, and 
early parental rejection leads to avoidance of relationships. Anorexics begin to demand 
perfection from others and themselves. However, such extreme views result in 
maladaptive attempts at controlling an imperfect reality, through dieting. Guidano & 
Liotti (1983; cited in Cooper, 1997) therefore argued that treatment should focus on 
addressing underlying beliefs of the self, rather than specific assumptions regarding food 
or weight (Cooper, 1997).
Psvchodvnamic model of anorexia nervosa and bulimia nervosa
In contrast to cognitive theory, a psychodynamic model emphasises the importance of an 
individual’s unique childhood history in the development of eating disorders. 
Dysfunctional behaviours and pathology can be explained by understanding unconscious 
psychic conflicts within the individual’s inner world (Brown & Pedder, 1991). There are 
a number of distinct psychodynamic perspectives, including drive-conflict theory, object- 
relations, attachment theory, self-psychology and feminist approaches. However, as 
space does not permit a detailed review of these here, this essay will focus on the self-
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psychology perspective, as it is a relatively contemporary model, which integrates a 
number of psychodynamic approaches.
The self-psychology model emphasises the role of dysfunctional object-relations and 
early attachments in the development of deficient psychic structures. Object-relations are 
key in the development of the self and promote feelings of ‘vitalisation’ or being alive. 
As a baby, these feelings are initially provided by external objects, specifically the 
mother. If a baby feels loved and protected, these functions are incorporated into the 
child’s psychic structures (Tolpin, 1971; cited in Goodsitt, 1997), resulting in a healthy 
development of the self. Furthermore, individuals are better able to tolerate separation as 
they are self-reliant, have a good sense of self, and are able to provide their own comfort 
and vitalisation (e.g. Kohut, 1971; cited in Goodsitt, 1997).
However, if carers are not responsive to a child’s needs, the child is unable to develop 
these self-sufficient functions. This results in low self-esteem and painful emotional 
states, such as devitalisation. An individual typically feels numb, empty and flat, and has 
no self-identity. In addition, a child may learn that reliance on others risks rejection, thus 
detaching themselves from relationships. A child may also feel responsible for parental 
1 problems and sacrifice their own needs to meet the needs of parents and others. Under 
these circumstances, a young girl grows up with an underdeveloped self-object (Goodsitt, 
1997).
The prospective anorexic or bulimic therefore feels threatened by her growing 
independence, and experiences increasing feelings of loneliness and devitalisation. She 
may feel guilty for becoming independent and abandoning her parents. Eating disorders 
therefore perform multiple functions for young women. Anorexics use starvation in a 
dramatic attempt to express needs, develop the self-object, and restore a sense of 
vitalisation. Furthermore, they use their bodies to communicate perfection and control, 
whilst ignoring internal conflicts. Such extreme methods reflect underlying fears that the 
body is easily controlled by external sources. In contrast, bulimics are typically more
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compulsive and experience conflict between being independent, whilst also supportive to 
a dysfunctional parent. The vicious cycle of bingeing, purging and starvation represents 
an inability to regulate mood and self-esteem (Goodsitt, 1997). Ultimately, the power of 
eating disorder pathology, in psychodynamic terms, is that it provides a mechanism for 
expressing unmet needs, negates painful feelings, and instils a sense of self and control.
Individual psychodynamic therapy focuses on healing the dysfunctional self-object and 
fear of object-relations, through the patient-therapist relationship. The therapist creates a 
neutral and safe environment to interpret the patient’s transference, and redirects attention 
from outward bodily experiences to inner conflicts (Herzog, 1995). The therapist also 
acts as a model for good object-relations, and encourages the patient to take risks in order 
to recognise her own needs and develop a sense of self. The patient begins to realise that 
she exists, matters, and impacts on others (Zerbe, 1992). However, therapy also requires 
an individual to let go of a newly found self-esteem, and to explore a painful past. It is 
therefore not surprising that eating disorders, particularly AN, are resistant to treatment 
(Goodsitt, 1997).
The evidence base for cognitive and psvchodvnamic models of eating disorders 
Evidence for the cognitive model
The last decade has seen a considerable amount of research into the cognitive theory of 
eating disorders. The model poses a number of general hypotheses, which should be 
supported by empirical evidence. In particular, individuals have automatic thoughts and 
assumptions concerning food, shape and weight, which drive abnormal eating behaviours. 
They also have corresponding information processing biases and cognitive distortions. 
Negative childhood experiences also result in negative core beliefs about the self. 
Finally, treatment based on cognitive principles should be effective (Cooper, 1997).
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Automatic thoughts and assumptions
Research consistently indicates that people with AN and BN have more concerns 
regarding weight, shape and eating. For example, Zotter & Crowther (1991; cited in 
Cooper, 1997) found that bulimics were more likely to have weight- and shape-related 
cognitions compared to dieters. Similarly, Cooper & Fairbum (1992) found that concerns 
regarding eating, weight and shape, fell on a continuum, with eating-disordered 
individuals having the most concerns, controls the least, and dieters intermediate levels. 
Consistent with the previous study, bulimics were more likely to have concerns regarding 
weight and shape. However, anorexics were more likely to have concerns about eating. 
Overall, dieters’ concerns were qualitatively similar to those of bulimics, but different to 
\ /  anorexics, indicating that anorexic cognitive structures may be distinct from BN.
Evidence also suggests that anorexics and bulimics have dysfunctional assumptions. For 
example, Mizes (1992; cited in Cooper, 1997) found that compared to non-eating 
disordered psychiatric patients, both bulimics and anorexics were more likely to agree 
with assumptions related to food, weight and shape. In a more recent study, Cooper & 
Turner (2000) found that anorexics scored higher on assumptions relating to weight, 
shape and eating, and also negative self-belief, compared to dieters and female controls. 
Consistent with previous studies, dieters had intermediate assumptions, falling between 
anorexics and controls.
Information processing biases
With respect to cognitive distortions, several studies have found that eating-disordered 
individuals are more likely to report cognitive distortions compared to controls (e.g. 
Franko & Zuroff, 1992; cited in Cooper, 1997). For example, Zotter & Crowther (1991; 
cited in Copper, 1997) found that bulimics were more likely to report dichotomous- 
thinking. Studies using the Stroop-type colour-naming paradigm have found that both 
bulimics and anorexics were slower at this task, indicating attention biases. Furthermore, 
performance, specifically relating to body-shape words, improved with Cognitive 
Behavioural Therapy (CBT; e.g. Green, Wakeling, Elliman & Rogers, 1998). Lovell,
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Williams & Hill (1997) found that recovered anorexics continued to be distracted by 
shape-related words, whilst bulimics were not. They argued that cognitive structures in 
anorexics are more enduring than those in bulimia, and continue even after apparent 
recovery of clinical symptoms. This may partially explain why anorexics are particularly 
difficult to treat.
Shafran, Teachman, Kerry & Rachman (1999) suggested that people with eating disorders 
experience additional cognitive distortions involving ‘thought-shape fusion’. In these 
cases, by merely thinking about food, a person believes that they have gained weight. In 
addition, thought equates to action, so that thinking about food is as wrong as eating it. 
An exploratory study found that non-clinical individuals with high thought-shape fusion 
scores were more likely to believe that they had gained weight, after imagining eating 
food. In addition, they felt fatter and more guilty, and wanted to check for changes and 
neutralise thoughts. Shafran et al. (1999) suggested that such distortions could be a key 
factor in the maintenance of eating disorders, not yet addressed by current cognitive- 
behavioural techniques. However, studies are yet to be carried out on clinical samples.
Content and development o f core beliefs
There appears to have been little research on core beliefs and the developmental factors 
that lead to them (Cooper, 1997). It could be argued that low self-esteem, commonly 
associated with eating disorders, may be indicative of such beliefs; however, low self­
esteem is associated with a variety of disorders. A recent study, however, has provided 
some evidence to support these hypotheses. Leung, Thomas, & Waller (2000) found that 
core beliefs of bulimics and anorexics reflected more negative self-beliefs than controls. 
Furthermore, core beliefs were related to developmental factors, specifically 
dysfunctional parental bonding. Specific differences were also identified between the two 
disorders related to parenting styles.
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Causal relationships
Relatively little research has been carried out to determine the causal relationship between 
cognitive dysfunction and eating disorders. Evidence tends to come from indirect 
sources, such as follow-up studies, whereby residual dysfunctional assumptions predict 
outcome (Cooper, 1997) and several studies have found that CBT reduces cognitive 
distortions (e.g. Green et al., 1998). However, in an experimental study, Cooper, Clark & 
Fairbum (1993; cited in Cooper, 1997) found that when weight and shape assumptions 
were artificially activated, bulimic patients ate less in a taste test, suggesting that 
assumptions are causally related to eating behaviour.
Treatment outcome studies o f bulimia nervosa
There have been numerous controlled studies to determine treatment effectiveness in 
terms of symptom reduction and comparisons with other therapies (Wilson, 1995). 
Research consistently finds that CBT significantly reduces frequency of binge-eating and 
purging (Anderson & Maloney, 2001, for a review). Overall, research indicates that CBT 
reduces binge-eating and purging in approximately 80% of cases, with a complete 
recovery rate of approximately 50%, although effects are highly variable across studies 
(Wilson, 1995). Furthermore, effects appear to be maintained over the long term (e.g. 
Fairbum, Norman, Welch, O’Connor, Doll, Peveler, 1995).
Evidence regarding other symptoms is less compelling, but nonetheless supportive. A 
number of studies have found significant reductions in weight- and shape-related 
concerns, and dietary restraint (e.g. Fairbum, Jones, Peveler, Carr, Soloman, O’Connor, 
Burton & Hope, 1991). However, Cooper & Steere (1995) found that whilst CBT 
significantly reduced binge-eating and purging, there was no change in weight and shape 
concerns. Anderson & Maloney (2001) argued that such variation could be attributable to 
standardised measures not accurately identifying underlying cognitive stmctures. 
Research also indicates that CBT does effectively improve self-esteem (Anderson & 
Maloney, 2001) and reduces other pathology including depression and social functioning 
(e.g. Fairbum, Kirk, O’Connor & Cooper, 1986).
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There is mixed evidence with respect to whether CBT is superior to other types of 
intervention, although it has generally been found to be as effective, if not more so, than 
comparable treatments (Wilson, 1995). Fairbum et al. (1991) compared the effectiveness 
of CBT, behavioural therapy and interpersonal psychotherapy (IPT). The results 
indicated that whilst all three interventions reduced the frequency of binge-eating, CBT 
was the most effective in reducing dietary restraint and weight and shape concerns. CBT 
was also more effective than IPT, but no different to behaviour therapy, in reducing 
purging. Further studies have found that whilst behavioural therapy has good short-term 
effects, these effects are not maintained long-term, indicating the cognitive factors may be 
key in maintenance (e.g. Cooper & Steere, 1995). Fairbum et al. (1995) found that over a 
3-11 year follow-up period, 86% of those treated with behaviour therapy continued to 
have an eating disorder, compared to approximately 30% treated with either CBT or IPT.
Treatment outcome studies o f anorexia nervosa
In contrast to BN, there is relatively little empirical evidence to suggest that CBT is 
effective in reducing core symptoms of AN, or more effective than other interventions. 
Green et al. (1998) found that CBT resulted in improvements in psychopathology and 
weight in anorexic inpatients. However, improvements were small and could be 
attributed to concurrent re-feeding. Channon, de Silva, Hemsley & Perkins (1989) 
compared the effectiveness of CBT with behavioural therapy and routine outpatient 
treatment, over a two-year period. The results indicated that specific and general 
psychopathology improved in all participants, irrespective of group. CBT and behaviour 
therapy appeared to be equally effective, and only differed to the control group in relation 
to social functioning. Furthermore, the majority of anorexics did not recover, indicating 
that whilst improvements were made, they were not sufficient to warrant recovery.
Evidence for psychodynamic theory
In stark contrast to the cognitive model, the evidence-base for the psychodynamic 
approach is very limited (Herzog, 1995). Psychodynamic theory is highly complex, 
abstract and multidimensional. Furthermore, treatment is generally long-term and
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dependent on the unique relationship between the patient and therapist. Consequently, 
this approach elicits numerous, often immeasurable hypotheses to test, making research 
difficult. Nonetheless, when considered at an elementary level, a number of key 
hypotheses are suggested. For example, eating disordered individuals experience 
dysfunctional relationships with parents during childhood, and have very poor 
representations of the self. Furthermore, treatment using psychodynamic principles 
should be effective.
Research consistently indicates that dysfunctional family life is associated with a broad 
range of pathology (Ghaderi, 2001). With respect to eating disorders, research literature 
indicates that traumatic childhood relationships and unhealthy attachments may increase 
vulnerability to eating disorders. For example, eating-disordered individuals are more 
likely to have been physically or sexually abused as children. Literature indicates that 
between 35-65% of eating disordered inpatients report being sexually abused (e.g. Bulik, 
Sullivan & Rorty, 1989; cited in Zerbe, 1992). Whilst incidents of sexual abuse are not 
restricted to eating disorders, they may contribute to distorted object-relations and beliefs 
about the self. Studies have also found relationships between AN and maternal over­
protectiveness (Walters & Kendler, 1995), and between BN and parental rejection and 
paternal control (e.g. Stuart, Laraia, Ballenger & Lydiard, 1990: both cited in Leung et 
al., 2000). However, there is broad variation in results and little consensus with respect to 
which parenting styles predispose an individual to AN or BN (Murphy, Troop & 
Treasure, 2000).
Somewhat ironically, it is a cognitive study that provides some of the most compelling 
evidence for this hypothesis. As discussed above, Leung et al. (2000) found that bulimics 
and anorexics were more likely to have negative core beliefs. More significantly, these 
beliefs reflected specific difficulties in parental bonding. For example, when matemal- 
care was perceived as low, anorexics were more likely to believe themselves to be 
defective, that their needs would never be met and that emotions should not be expressed. 
However, when patemal-care was low, anorexics lacked self-identity, mistrusted close
13
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relationships and felt unable to control their emotions. They also believed that they 
should sacrifice their needs for others. This closely resembles predictions made by self­
psychology theory. For bulimics, psychopathology was associated to a lesser degree with 
high parental-care, specifically paternal over-protection. Consequently, whilst cognitive 
and psychodynamic theories are very different in terms of terminology, process and 
treatment, there are some fundamental similarities with respect to developmental factors 
and self-beliefs.
Effectiveness of psychodynamic therapy
There is remarkably little empirical evidence to determine the effectiveness of 
psychodynamic therapy in treating either AN or BN. One study found that 40-60% of 
bulimic patients were symptom free after treatment (Mitchell, Hoberman, Peterson, 
Mussell & Pyles, 1996; cited in Kachele, Kordy, Richard, 2001). However, a more recent 
study found a less successful recovery rate. After a 2.5-year follow-up of psychodynamic 
therapy, only 33% of anorexic patients and 25% of bulimic patients were symptom free 
(Kachele et al., 2001). In relation to other interventions, Gamer and colleagues found that 
whilst supportive-expressive psychotherapy was equally effective as CBT in reducing 
binge-eating, CBT was superior on other measures (Gamer, Rockert, Davis, Gamer, 
Olmstead & Eagle, 1993; cited in Wilson, 1996).
Several studies have considered the effectiveness of shorter-term psychodynamic 
therapies. Dare, Eisler, Russell, Treasure & Dodge (2001) compared the effectiveness of 
focal psychoanalytic psychotherapy, cognitive-analytic therapy, family therapy and a 
low-contact control intervention, on anorexia. The results indicated that whilst modest 
improvements were noted in all groups, focal psychoanalytic psychotherapy and family 
therapy were the most effective, with approximately 30% of participants being symptom 
free. However, this also suggests that a significant number of people gained no benefit 
from treatment, and rate of recovery is no better than with CBT.
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Evaluation of the evidence-base
The most significant difference between cognitive and psychodynamic models is the 
difference in amount of empirical evidence. Considerable research has been carried out 
to determine the accuracy of the cognitive model and the effectiveness of treatment. This 
has shown that the basic principles of the model are well supported, and CBT appears 
more effective than other interventions in reducing the symptoms of BN. However, there 
are a number of weaknesses. For example, although concerns about weight and shape 
have been readily investigated, more specific hypotheses, such as those proposed by 
Guidano & Liotti (1983; cited in Cooper, 1997) and Fairburn et al. (1999) have not been 
considered. Furthermore, there is little consensus with regard to which specific cognitive 
factors drive AN and BN, or differentiate them. Furthermore, CBT does not help all 
bulimics and the comparative effectiveness of IPT suggests that cognitions are not the 
only relevant factor. More significantly, there is little evidence to determine the 
effectiveness of CBT on AN.
However, it is easier to criticise when research is available. With respect to 
psychodynamic theory, there is a strikingly small evidence-base. In contrast to cognitive 
approaches, research has tended to focus on developmental factors, rather than specific 
aspects of the model, such as psychic processes. There is no direct empirical evidence to 
support more abstract concepts, such as inner conflict, self-objects and vitalisation. 
Furthermore, there has been remarkably little research into the effectiveness of 
psychodynamic interventions. Both orientations have identified relationships between 
dysfunctional relationships and eating disorders, although evidence is still very limited. 
However, neither model provides sufficient evidence in relation to the treatment 
effectiveness of AN, or adequately explains differences between BN and AN. 
Furthermore, whilst both interventions are multifaceted, it is not clear which aspects of 
treatment determine recovery. Whilst lack of research does not necessarily mean that 
theoretical principles are incorrect, it does have important implications for provision of 
clinical services.
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Implications for the delivery and provision of clinical services for people with eating 
disorders
Eating disorders place significant pressures on health care provision. Not only is 
prevalence increasing among young women and men, but eating disorders can be long in 
duration, resistant to treatment with frequent relapse, and in more severe cases, require 
intense inpatient treatment. In addition, health care providers are increasingly required to 
balance effective and reliable services, against increasingly restricted resources. 
Furthermore, they need to promote accountability and evidenced-based practice. 
Consequently, reliable research has important implications for the management and 
provision of clinical services.
Evidence versus clinical practice
With respect to theory, the evidence base as discussed above indicates that the cognitive 
model is well supported. Furthermore, CBT appears to be the most effective in treating 
the symptoms of BN. However, there is little evidence to support its use in AN, and 
Vitousek (1995) concluded that the appropriateness of CBT to treat AN, is based on a 
well-established theoretical model and its effectiveness with BN, rather than on direct 
evidence. There has been surprisingly little research into psychodynamic theory and 
treatment effectiveness. Evidence, however, is not always reflected in clinical practice.
In the UK, eating disorders are treated with a number of different interventions; however, 
consistent with research, CBT is increasingly regarded as the treatment of choice for BN. 
However, psychodynamic interventions continue to be a popular form of treatment for 
AN. Furthermore, in the USA, CBT is not widely used and psychodynamic therapy 
remains the intervention of choice for both AN and BN (Jansen, 2001). It has been 
argued that more complex cases of BN are better treated by psychodynamic approaches 
(Johnson, Tobin & Dennis, 1990; cited in Wilson, 1995). However, as discussed above, 
there is very little evidence to indicate the effectiveness of psychodynamic therapy for 
either disorder, whether simple or complex. This suggests that in many cases, treatment 
of choice for eating disorders, is not based on empirical evidence, but existing practices,
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therapist orientation and availability, and to some degree fashion. This not only has 
clinical implications, but also financial and ethical repercussions. In particular, despite 
the move to provide the best available care based on empirical evidence, the treatment of 
choice is often more random.
The above evidence also indicates that despite the treatment success of CBT, a significant 
proportion of bulimic individuals do not fully recover, and the prognosis for anorexics is 
even poorer. Consequently, alternative interventions need to be considered for those who 
do not respond to initial treatment. It has been argued that more complex or intensive 
forms of CBT could be used, although this has not been adequately researched. 
Alternatively, evidence suggests that therapies based on different theoretical orientations, 
such as IPT, can be successful (Wilson, 1995). Consequently, health care providers must 
be careful not to focus exclusively on CBT, whilst ignoring alternatives.
Evidence versus cost-effectiveness
Psychodynamic therapy is considerably longer in duration and arguably more resource 
intensive than CBT. Furthermore, short-term interventions of various orientations have 
been found to be relatively successful and longer-term therapies are not necessarily better 
(Jansen, 2001). In light of the evidence-base, CBT appears to be more effective both in 
clinical and financial terms. The drive for efficiency has important implications for 
service delivery, and in recent years, the need for a stepped-care approach has been 
increasingly advocated, whereby more cost-effective methods are used in the first 
instance. Consequently, there has been a growing emphasis on more indirect methods of 
service delivery. The structured and manual-based format of CBT makes it an excellent 
contender for indirect therapy, and preliminary evidence suggests that self-help therapy 
based on Fairbum’s (1995; cited in Wilson, 1995) manual can be effective in the 
treatment of BN (Cooper, Coker & Fleming, 1994; cited in Wilson, 1995). Healthcare 
delivery is therefore likely to move towards a wider range of services, which differ in 
terms of therapist involvement and complexity, to suit both individual needs and financial 
constraints.
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Adequacy of theory
Whilst the evidence-base for the cognitive model is relatively strong, there remain a 
number of key areas that require further research. There is very little evidence to support 
psychodynamic principles. Furthermore, irrespective of the relative merits of existing 
research and current treatment programmes, a large proportion of eating-disordered 
individuals do not recover. Ultimately, this indicates that there are large gaps in our 
understanding of eating disorders, which are not yet adequately explained by current 
theory or met by current interventions. It is clear that a well-defined and well-researched 
theory is required prior to developing and implementing treatment. Furthermore, new 
developments in theory need to be followed-up more readily, and therapists need to be 
educated, so that new ideas can be integrated into treatment (Jansen, 2001). Similarly, 
factors that predict development of eating disorders and influence treatment outcome also 
need to be determined. Jansen (2001) argued that a single theoretical approach or general 
solution to eating disorders may not be appropriate, and interventions may need to be 
matched to the individual.
Conclusion
In conclusion, there is a stark contrast between the evidence bases of cognitive and 
psychodynamic models. Whilst cognitive theory and subsequent interventions are well 
supported, especially in respect of BN, evidence for psychodynamic approaches is 
severely lacking. Neither orientation provides adequate evidence to support treatment of 
AN. This lack of evidence has important implications for delivery and provision of 
clinical services. In particular, despite its wide use, psychodynamic therapy cannot be 
recommended as the preferred treatment for either AN or BN. In addition, although 
evidence supports the use of CBT for BN, a large number of patients do not recover. 
Ultimately, irrespective of theoretical model, our understanding of the development, 
maintenance and treatment of eating disorders is far from sufficient. Furthermore, current 
treatment of eating-disordered individuals is based on incomplete theory and research. 
This raises important questions with respect to the scientist-practitioner approach and the 
delivery and provision of clinical services.
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Appendix I
Diagnostic Criteria for Anorexia Nervosa and Bulimia Nervosa
Table 1 DSM -IV Diagnostic C riteria  for Anorexia Nervosa
A. Refusal to maintain body weight at or above a minimally normal weight for age and height (e.g. 
weight loss leading to maintenance o f body weight less than 85% of the expected; or failure to 
make expected weight gain during period of growth, leading to body weight less than 85% o f that 
expected).
B. Intense fear o f gaining weight or becoming fat, even though underweight
C. Disturbance in the way in which one’s body weight or shape is experienced, undue influence of 
body weight or shape on self-evaluation, or denial o f the seriousness o f the current low body 
weight.
D. In postmenarcheal females, amenorrhea, i.e the absence of at least three consecutive menstrual 
cycles.
Types:
Restricting type: during the current episode, the person has not regularly engaged in binge-eating or
purging behaviour.
Binge-eating/Purging type: during the current episode, the person has regularly engaged in binge-
eating or purging behaviour____________________________________________________________________
Table 2 DSM -IV Diagnostic C riteria  for Bulimia Nervosa
A. Recurrent episodes o f binge eating characterised by both o f the following:
1. eating, in a discrete period o f time (e.g. within any 2-hour period), an amount o f  food that is 
definitely larger than most people would eat during a similar period o f time and under similar 
circumstances.
2. a sense o f lack o f control over eating during the episode (e.g. a feeling that one cannot stop 
eating or control what or how much one is eating).
B. Recurrent inappropriate compensatory behaviour in order to prevent weight gain e.g. self-induced 
vomiting; misuse o f laxatives, diuretics, enemas, or other medications; fasting; or excessive 
exercise.
C. Binge eating and inappropriate compensatory behaviours both occur, on average, at least twice a 
week for three months
D. Self-evaluation is unduly influenced by body shape and weight
E. The disturbance does not occur exclusively during episodes of Anorexia Nervosa 
Types:
Purging type: during the current episode, the person has regularly engaged in self-induced vomiting or 
the misuse o f laxatives, diuretics, or enemas.
N onpurging type: during the current episode, the person has used other inappropriate compensatory 
behaviours, such as fasting or excessive exercise, but has not regularly engaged in self-induced vomiting 
or the misuse o f laxatives etc.
American Psychiatric Association (1994). Diagnostic and Statistical Manual o f Mental Disorders. 
Washington DC: American Psychiatric Association.
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Introduction
As with the general population, life expectancy for people with learning disabilities (LD) 
has increased significantly over the last 50 years, due to improved standards of care. It is 
estimated that 40% of people with LD will reach age 60 (Tse, 1991) with the aging LD 
population doubling over the next thirty years (Janicki, 1990: both cited in LeBlanc & 
Matson, 1997). With this increased life expectancy also comes the increased incidence of 
age-related illness, specifically dementia, which in turn raises new and significant issues 
with respect to assessment, treatment and ultimately long-term care provision.
Irreversible dementia is a progressive disease of the brain, resulting in gradual loss of 
cognitive and adaptive function, culminating in death. There are several types of 
dementia, however, the most common cause of age-related dementia in both the general 
and LD populations is dementia of the Alzhiemer type (DAT), making up approximately 
50% of dementias (Burt & Aylward, 1999). DAT is subsequently the main focus of 
research and therefore the main type of dementia discussed in this essay.
Progress of disease
The clinical progress of DAT in LD is thought to parallel that of the general population, 
following three distinct stages. The early stage mainly comprises forgetfulness and 
language disturbance. However, as the disease progresses, memory deteriorates further, 
and individuals experience perceptual and language problems, and increasing difficulties 
with orientation in space and time. Daily living activities become difficult and 
individuals may also experience depression, hallucinations and changes in behaviour. In 
later stages, individuals require total nursing care and typically die of heart failure or 
respiratory diseases (Janicki, Heller, Seltzer & Hogg, 1995). There is some evidence to 
suggest that people with LD also experience atypical symptoms. For example, 
behavioural problems, typically associated with late-stage DAT in the general population, 
may be indicative of onset of DAT in people with LD (Deb & Braganza, 1999).
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Diagnosis
Diagnosis of DAT in the general population requires the presence of dementia, involving 
impairment and eventual loss of cognitive and adaptive skills, and also distinct 
neuropathological lesions, comprising beta-amyloid plaques and neurofibrillary tangles, 
identified post-mortem (Dalton & Janicki, 1999). Clinically, dementia is predominantly 
associated with loss of memory and the decline of other cognitive functions. However, 
diagnostic criteria that focus specifically on cognitive impairment are less sensitive to 
dementia in LD, where cognitive impairment is already present. Dementia in people with 
LD is more often associated with non-cognitive symptoms, such as impaired daily living 
skills and behavioural problems (Moss & Patel, 1997). The AAMR-IASSID Workgroup 
(Zigman, Schupf, Haveman & Silverman, 1995) therefore recommended the adoption of 
ICD-10 (World Health Organisation, 1992) criteria, as it places greater emphasis on non- 
cognitive factors (Aylward, Burt, Thorpe, Lai, & Dalton, 1997). ICD-10 criteria include: 
decline in memory; and other cognitive functioning for at least 6 months; awareness of 
the environment; and decline in emotional control, motivation, or social behaviour.
Prevalence
The relationship between DAT and Down’s syndrome (DS) has been well documented 
and researched. Virtually all adults with DS over the age of 40 develop the 
neuropathology associated with DAT (e.g. Mann, 1988: cited in Deb & Braganza, 1999). 
Furthermore, a substantial proportion of people with DS go on to develop clinical signs of 
dementia, with approximately 22.2% of people over 40, and 37.7% of people over 50 
developing DAT. Onset is notably earlier and progression tends to be more rapid 
(Prasher, 1995: cited in Cooper & Prasher, 1998). However, the exact relationship is not 
clear, as not all people with DS get dementia.
With respect to people with LD not attributable to DS, the prevalence rates are much less 
clear, as there has been relatively little research of this group. However, some research 
does indicate that whilst people with LD not attributable to DS are less likely to be 
diagnosed with dementia compared to those with DS, they are at greater risk compared to
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the general population. For example, Cooper (1997) found that 21.6% of people with LD 
over 65 developed dementia compared to 5.7% of the general population.
Prevalence rates with respect to both groups remain highly variable due to use of different 
diagnostic criteria, assessment techniques and research design. Nonetheless, a growing 
aging LD population combined with the increased risk of DAT, particularly in people 
with DS, presents significant challenges with respect to future care provision.
Assessment
The main aims of assessment are diagnosis and early detection of clinical signs of DAT, 
in order to inform choices regarding long-term care provision and early intervention. 
Assessments of DAT comprise direct, observer and informant-based measures, which 
tend to focus on a number of key areas, including: cognitive function, adaptive, and 
maladaptive behaviours. Research has considered a wide range of assessments primarily 
involving DAT in people with DS; however, many of the issues raised appear relevant to 
the LD population as a whole. Time does not permit a comprehensive review here, 
however the main assessments, and issues relating to them, are discussed below.
Assessment of cognitive functions
Diagnostic criteria emphasise cognitive decline as a clinical symptom of DAT. However, 
this presents a number of challenges with respect to assessment people with LD. Early 
detection of DAT is particularly difficult in people with LD, as changes in cognitive 
functioning are often concealed by existing cognitive and adaptive impairments. 
Furthermore, early signs are particularly insidious and therefore not easily recognised. It 
is also difficult to establish an accurate baseline, from which to measure change. People 
with LD are not a homogenous population, and therefore exhibit a wide range of abilities 
and difficulties. There are no ‘norms’ from which to assume pre-morbid functioning and 
there is often little or no reliable information from which to determine pre-existing 
abilities. Consequently, establishing whether there has been a decline in performance is 
difficult (Oliver, 1999). Despite these initial difficulties, assessment of cognitive function
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is a key element of diagnosing DAT. Current cognitive assessments range from: 
standardised neuropsychological tests adapted for people with LD, to tests specifically 
designed for identifying DAT in people with LD.
Standardised neuropsychological tests
Standardised intelligence tests, such as the Stanford-Binet Intelligence Scale, Fourth 
Edition (SB-IV), Weschler Adult Intelligence Scale -  Revised (WAIS-R) and the 
Weschler Intelligence Scale for Children -  Revised (WISC-R) have been found to be 
useful measures of general cognitive functioning in people with LD (Haxby, 1989). 
Devenny, Krinsky-McHale, Sersen & Silverman (2000) argued that it was more 
important to determine changes in specific cognitive functions in order to track the 
progression of the disease and identify functions associated with the onset of DAT. The 
subtests of the latter two assessments have been found to be useful in identifying memory 
loss and visual-spatial problems (e.g. Haxby, 1989). Similarly, Devenny et al. (2000) 
used the WISC-R to identify a profile of cognitive decline associated with DAT in people 
with DS. They found that early and middle stages of the disease involved a systematic 
sequence of decline comprising increasing areas of functioning. They also identified 
certain subtests that may be useful indicators of early signs of dementia.
Research also suggests that the Test for Severe Impairment (TSI) (Albert & Cohen, 1992: 
cited in Cosgrave, McCarron, Anderson, Tyrell, Gill, Lawlor, 1998) provides a good 
diagnostic tool for people with DS, with satisfactory validity and reliability across 
different abilities and relatively low floor effects (Cosgrave et al., 1998). Mental status 
examinations, such as the Standardised Mini-Mental State Examination (MMSE) have 
also been found to be useful (LeBlanc & Matson, 1997).
Standardised assessments, by definition, should have been shown to be reliable and valid 
over time, providing standardised norms from which to establish cognitive ability 
(Aylward et al., 1997). However, there are also a number of disadvantages in using 
measures designed for the general population. In particular, despite widespread use with
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the LD population, most of these assessments have not been designed specifically for this 
purpose and reported norms at present do not include this population. In addition, many 
assessments demonstrate relatively high floor effects and are insufficiently reliable or 
sensitive to measure changes in those with more severe impairments (LeBlanc & Matson,
1997). More specifically, they are not designed to detect dementia, and it remains unclear 
which subtests are effective in doing so. Furthermore, it is not clear which subtests relate 
to which stages of dementia or how well they determine progress of the disease.
Standardised dementia assessments address some of these issues. The Dementia Rating 
Scale (DRS) (Mattis, 1988: cited in Das, Mishra, Davison & Naglieri, 1995) is commonly 
used to assess DAT in the general population, measuring five cognitive domains: 
attention, initiation/perseveration, construction, conceptualisation & memory. The DRS’s 
relatively low floor effects make it a possible measure to use with people with LD 
(McDaniel & McLaughlin, 2000). Indeed, research does indicate that the DRS is 
effective in detecting dementia in people with a range of learning disabilities (e.g. Das et 
al. 1995; McDaniel & McLaughlin, 2000).
Assessments to identify DAT in people with LD
With increasing awareness of the difficulties associated with detecting DAT in people 
with LD, some assessments have been specifically designed for this purpose. Haxby 
(1989) found that the Down’s Syndrome Mental Status Examination (DSMSE), devised 
specifically for neuropsychological functioning in elderly people with DS, was 
sufficiently sensitive to determine cognitive decline between older and younger people 
with dementia. Clearly, the main advantage of such tests is that they are designed to 
measure DAT in LD and are therefore likely to be more sensitive to the specific clinical 
symptoms of this population, and avoid weaknesses associated with other standardised 
assessments. However, there are at present few assessments of this type referred to in the 
literature, and little, if any, psychometric information with respect to reliability, validity, 
and standardised norms (LeBlanc & Matson, 1997).
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Overall, performance-related cognitive assessments provide a direct measure of cognitive 
functioning. As a result, they are more likely to be sensitive to individual change, and 
avoid problems associated with informant measures such as reporting biases. Cognitive 
assessments are therefore a useful diagnostic tool. However, they are also relatively 
intrusive, require good concentration and attention skills, and are dependent on the 
willingness of the individual being assessed. They also rely heavily on language skills 
and may not be sufficiently sensitive to those with more severe impairments.
Measures of adaptive behaviour
Inadequacies of cognitive assessments have prompted broader assessments, specifically 
involving adaptive behaviours and activities of daily living (ADLs) (Prasher, 1999). 
Changes in adaptive behaviour can be indirect indicators of cognitive decline, as memory, 
planning and initiation are all required for daily living skills. Furthermore, a decline in 
adaptive behaviours, specifically social behaviours, is specified within ICD-10 criteria. 
Measures of ADLs tend to focus on a number of areas including daily living, social and 
language skills. Aylward et al. (1997) recommended the use of a number scales for 
diagnosis of DAT in people with LD, including: the Vineland Adaptive Behaviour Scales 
(Sparrow, Balia & Cicchetti, 1984) the ABAMR-Adaptive Behaviour Scale (ABS) 
(Nihira, Leland, & Lambert, 1993) and the Disability Assessment Schedule (DAS) 
(Holmes et al., 1982: all cited in Aylward et al., 1997). Other assessments include 
Hampshire Assessment for Living with Others (HALO) (Shackleton-Bailey & Pidcock, 
1983: cited in Prasher, 1999). Several studies indicate that the ABS is a good measure of 
age-related decline (e.g. Prasher, Chung & Haque, 1998). Furthermore, Tyrell and 
colleagues found that daily livings skills, using the Daily Living Skills Questionnaire 
(DLSQ), was the best predictor of dementia compared to the cognitive measures TSI and 
DSMSE (Tyrell, Cosgrave, McCarron, McPherson, Calvert, Kelly, McLaughlin, Gill & 
Lawlor, 2001).
Determination of declining ADLs is a useful factor in planning future treatment and care 
provision (LeBlanc & Matson, 1997). By identifying specific difficulties, interventions
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can be implemented to maintain existing skills, at least in the short-term. LeBlanc & 
Matson (1997) concluded that measures of adaptive behaviours, specifically ADLs, are 
sufficiently sensitive to detect decline of function in the elderly LD population. However, 
they are not necessarily compatible with existing diagnostic criteria for DAT, which 
provide only general criteria with respect to adaptive and social behaviour. Prasher 
(1999) argued that diagnostic criteria needs to clarify which adaptive skills are 
implemented in DAT, and at which stage of the disease. Thus diagnostic criteria may 
need to change, rather than assessment techniques.
Whilst assessments of ADLs are generally well established and used frequently with the 
LD population, few studies have considered their reliability and validity with respect to 
diagnosis of DAT, and there are no established norms on which to base diagnosis (Deb & 
Braganza, 1999). Similarly, difficulties establishing a baseline are also relevant here. In 
addition, assessments of adaptive behaviours are not direct measures of cognitive function 
and it is not clear how well they relate to cognitive decline or other neuropathological 
indications. Adaptive behaviours may also decline for reasons other than dementia, such 
as physical health problems (Cooper, 1997). Ultimately, such measures are not meant to 
replace cognitive measures, rather they should be used in addition to them (Prasher,
1999).
Maladaptive behaviours
One area of growing interest involves the development of maladaptive behaviours as 
DAT progresses. Again diagnostic criteria are non-specific with respect to this symptom, 
implying only decline in emotional control, motivation or social behaviours. However, 
research suggests that DAT in LD may be associated with similar maladaptive behaviours 
as those found in the general population. These include: aggression, mood disturbances, 
wandering, and incontinence (e.g. Cooper & Prasher, 1998). Maladaptive behaviours are 
often detected using measures of adaptive behaviours and informant reports. More 
specific assessments used for the LD population include the Reiss Screen for Maladaptive 
Behaviour (Reiss, 1989) and the Emotional Problems Scales (Prout & Strohmer, 1991:
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both cited in Burt & Aylward, 1999). However, there has been relatively little research 
into maladaptive behaviours, and therefore their relationship with DAT is unclear. In 
addition, it is important to differentiate between behaviours associated with onset of 
dementia, and pre-morbid behaviours (Burt & Aylward, 1999), and whether maladaptive 
behaviours are associated with psychiatric symptoms or epilepsy, which can develop as 
DAT progresses.
Informant-report assessments
Lack of useful standardised measures and their tendency to measure only one domain, has 
lead to the development of a number of informant-report measures, which consider a 
number of areas, including cognitive decline and changes in behaviour. Current 
assessments include: the Dementia Questionnaire for Persons with Mental Retardation 
(DMR) (Evenhuis, 1992), the Dementia Scale for Down’s syndrome (DSDS) (Gedye, 
1995: cited in Deb & Braganza, 1999), and the Early Signs of Dementia Checklist 
(ESDC) (Visser, Aldenkamp, van Huffelen, Kuilman, Overweg & van Wijk, 1997).
The DMR was designed to detect cognitive decline including short- and long-term 
memory loss and disorientation, as well as decline in social skills and behaviour. It is one 
of the few tests to have been tested longitudinally and to provide standardised diagnostic 
scores (Evenhuis, 1992, 1996). The ESDC (Visser et al., 1997) is a similar carer 
questionnaire measuring clinical symptoms and changes in behaviour. Visser et al. 
(1997) found a good correspondence between the ESDC, social skills and 
neuropathological findings determined by changes in EEG and post-mortem. 
Furthermore, the ESDC was sufficiently sensitive to identify early signs of DAT.
Informant reports from family members or carers provide vital information with respect 
to changes in cognitive and behavioural function. However, they do not measure 
cognitive function directly and are also subject to reporting biases. Carer-rated reports 
can be influenced by factors such as informants’ expectations, amount of contact, 
emotional involvement, and their own knowledge of people with LD and DAT (Burt,
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Primeaux-Hart, Phillips, Greene, Loveland, Cummings, Lewis, Lesser, Cleveland & 
Chen, 1999). In addition, periodic assessment over time may be highly variable as 
turnover of carers in residential homes makes using the same informant at each 
assessment difficult (Oliver, 1999).
However, informant-based measures are non-intrusive and do not rely on the individual’s 
verbal skills. Furthermore, they may not be as unreliable as first thought. Deb & 
Braganza (1999) compared results from the DMR and DSDS to the MMSE and a 
clinician’s diagnosis of dementia in people with DS. They found that all assessments 
were good measures of late-stage dementia, with good corroboration between measures. 
Interestingly, carer-rated scales performed better than direct neuropsychological 
assessment overall, although there were greater discrepancies for early stages of 
dementia.
Despite inconsistencies with direct measures, many recognise the usefulness of carer 
information. However, more research is needed to improve the reliability and validity of 
carer-rated assessments for all levels of disability (Burt et al., 1999). Aylward et al. 
(1997) recommended that both direct assessment and carer information is necessary to 
ensure that all ICD-10 criteria are met. Consequently, researchers and indeed clinicians 
use a combination of neuropsychological, adaptive behaviour and carer-rated assessments 
(Tyrell et al., 2001).
Other factors to consider in assessment
A diagnosis of DAT has a significant impact on the individual and their carers. 
Consequently, it is important to get the correct diagnosis and account for other factors 
that may explain cognitive or behavioural decline. Negative life events and health 
problems may influence assessment results. Furthermore, it is critical to distinguish 
irreversible dementia from dementias that can be effectively treated, such as those caused 
by depression, hypothyroidism, and other treatable physical or psychiatric problems. The 
symptoms of depression can easily be mistaken for the onset of dementia, but clearly the
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outcome is very different (Aylward et a l, 1997). Clinical symptoms of DAT also need to 
be distinguished from natural age-related decline in cognitive and adaptive function 
(Zigman et al., 1995). Assessments should therefore identify any such confounding 
variables
Use o f assessments
Whilst no specific assessment or battery of tests has been identified to accurately detect 
DAT in people with LD, most agree that a combination of direct and informant-based 
measures is more likely to provide an accurate diagnosis. However, the reliability of tests 
when used in combination has yet to be established. Furthermore, it is important to 
establish a reliable baseline from which to measure change and decline should be 
determined over a series of assessments, administered at regular intervals, and using the 
same informants wherever possible. Diagnosis should not be determined on a single 
assessment (Evenhuis, 1996). Other factors should also be considered, in particular, 
widespread behavioural changes including ADLs, maladaptive behaviours, life events, 
physical and psychiatric problems. Furthermore, any possible diagnosis determined from 
such assessments should be followed with a complete psychiatric, neuropsychological 
and physical assessment (Janicki et al., 1995).
Problems with assessment
As the above suggests, there are a number of problems associated with current 
assessments for DAT in adults with LD. In particular, no one assessment has been agreed 
to be the “gold standard” for identifying DAT in people with LD (Oliver, 1999) and there 
is a need for standardised diagnostic criteria for LD, on which to base assessment 
(Aylward et al., 1997). In addition, many direct assessments are insufficiently sensitive 
for people with more severe impairments, and assessments designed specifically for 
people with LD, have not been sufficiently tested to determine reliability or validity. At 
present none of the tools used to detect DAT in LD can differentiate between different 
types of dementia (Deb & Braganza, 1999), and research has made scarce reference to 
dementias other than DAT. Further research is needed to ensure that future assessments
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are sufficiently reliable to make this distinction. This is particularly important as 
maladaptive behaviours often associated with early signs of dementia are similar to those 
sometimes found in frontal-lobe dementia (Deb & Braganza, 1999).
Problems with research
The increase in research with respect to DAT in the LD population is clearly beneficial 
both in raising awareness amongst service providers and in turn providing better care for 
those who are at risk from the disease. However, there are problems with current 
research, which impact on reliability and validity of results.
Many studies are cross-sectional and without controls for cohort or healthy survivor 
effects. There have been dramatic changes in social and health care over the last 50 years 
and those that survive into old age are more likely to have fewer health problems. These 
factors make cohort comparisons difficult. Furthermore, when considering a progressive 
disease, longitudinal studies are the preferred method of study as they are more sensitive 
to individual changes, provide greater information, and reduce variability (Prasher et al.,
1998). However, relatively few longitudinal studies have been carried out, and these have 
covered short periods of time, ranging from 3 to 5 years. Given that the duration of DAT 
can be in excess of 10 years, longer studies are needed to capture the precise nature of the 
disease from start to finish. Few studies employ population samples and samples vary 
with respect to type and severity of disability, and background of participant, for example 
whether they are from institutionalised, residential or community care. Few studies are 
cross-cultural and, in general, sample sizes small. Consequently, it is difficult to 
determine how accurately results can be generalised. More importantly, most research 
considers people with DS, and it is not known how relevant such findings are with respect 
to the LD population as a whole.
Use o f dementia assessments in clinical practice
It is important to determine how research is reflected in clinical practice. From the 
author’s clinical experience, services for learning disabilities have a good appreciation of
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the increased risks of DAT in people with DS, and some have implemented screening 
programmes for diagnostic purposes, care planning, or to develop and standardise their 
own assessment tools. Two such tools include the Bournewood Assessment for Dementia 
in Down’s Syndrome and the Surrey Oaklands Dementia Assessment (personal 
correspondence, 2002), which use a combination of direct and indirect measures. These 
assessments both comprise: a Life Events Checklist, the Early Signs of Dementia 
Checklist (Visser et al., 1997), and a shortened version of the HALO assessment 
(Shackleton-Bailey & Pidcock, 1983: cited in Prasher, 1999). However, they differ with 
respect to their cognitive assessment. Furthermore, whilst widely used within their 
respective trusts, neither assessment has been systematically assessed for reliability or 
validity, although it is understood that research is currently underway with respect to the 
Bournewood Assessment. Whilst these are the only tools known to the author, it is likely 
that there is wide spread use of a variety of similar tools across the NHS.
This suggests that whilst it is readily accepted that people with DS need to be assessed, 
and indeed are being assessed, the lack of standardised tools has resulted in service 
providers implementing their own measures. This raises a number of concerns with 
respect to reliability and validity of diagnosis. Furthermore, clearly the development and 
use of a number of different tools across the NHS is not the most efficient or resourceful 
process.
Treatment
It is clear that there has been significant energy placed into developing and researching 
assessment tools for DAT in people with LD, specifically people with DS. However, 
whilst assessment and diagnosis is useful and beneficial, it is important to consider what 
happens next. A diagnosis of irreversible DAT can be devastating for both the individual 
concerned and their carers (Udell, 1999). At present there is no known cure for DAT and 
therefore treatment options are limited. Current treatment practices are based on 
interventions and strategies applied to the normal population, focusing on maintaining 
skills and independence, planning for increasing care, and managing associated medical
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problems (Janicki et al., 1995). As the disease progresses, interventions move towards 
nursing, and eventually palliative, care, as well as carer support.
Skill maintenance
AAMR-IASSID Practice Guidelines (Janicki et al., 1995) recommend that care 
management should help preserve and maximise the individual’s skills, whilst ensuring 
that interventions are appropriate to stage of disease. Early signs of DAT are often subtle 
and therefore may not appear to require additional support. However, early intervention 
can help delay further decline by promoting existing skills and implementing strategies to 
compensate for those already lost. A number of intervention strategies have been 
recommended, some of which are discussed here.
Short-term memory loss can be eased by reducing the amount of information that needs to 
be remembered by establishing a structured and consistent daily routine for the 
individual. Furthermore memory aids, such as photo albums, activities and visits from 
people associated with the past, can help maintain longer-term memories. This is 
particularly important in maintaining a sense of identity and familiarity, as recent 
memories start to disappear. Disorientation and confusion with respect to time, place and 
people can be reduced by avoiding changes to routine and the environment, and by 
providing multiple cues using pictures, signs and objects. People with DAT have 
particular problems with sequencing events, making simple tasks difficult. ADLs can be 
maintained with additional support and prompts, as individuals will need guiding through 
each stage of activity (Marler & Cunningham, 1992). Similarly, communication can be 
aided by keeping language relevant and simple, speaking slowly and allowing the 
individual time to process what has been said (McCallion, 1999). More non-language 
based forms of communication can be used, such as eye contact and gestures (Marler & 
Cunningham, 1992). Maladaptive behaviours can also be reduced by implementing 
simple strategies. Incontinence and night wandering is sometimes due to forgetting 
where the toilet is, which can be eased with signs and other visual cues.
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Whilst useful, these strategies have been adapted from interventions used with the general 
population, and there is little direct research to determine their effectiveness with the LD 
population.
Health care and medical interventions
At present there are very limited pharmacological interventions to be used for DAT, and 
these only aim to delay decline by promoting cognitive performance in the early stages of 
the disease. There is currently little direct evidence to suggest that medication used with 
the general population is effective with people with LD. Medical care primarily involves 
treatment of secondary psychiatric factors associated with DAT including depression, 
psychotic symptoms, and epilepsy (Tsiouris, 1999). In later stages it also comprises 
treatment of secondary physical problems such as weight loss, respiratory problems and 
general palliative care (Udell, 1999).
Carer training and support
This can also be a particularly difficult time for carers, both physically and emotionally, 
especially as the disease progresses. An important part of DAT intervention is for health 
and social services to provide carers with information, training and support. In addition, 
as nursing care requirements increase, respite care and other additional home services can 
also be provided in order to reduce the burden on the carer (Udell, 1999).
Issues related to treatment
It is not enough to just assess and diagnose individuals. Assessment aims to detect early 
signs of DAT in order to inform intervention and future care provision. However, it is 
difficult to determine whether services are sufficiently informed or resourced to provide 
such care. Janicki & Dalton (1999) reported that until recently, there has been very little 
guidance with respect to care of age-related problems among people with LD, and there is 
little research with respect to whether DAT interventions aimed at the general population 
are effective with people with LD. Furthermore, it is unclear whether individuals who 
have been diagnosed with probable DAT are receiving the interventions discussed above.
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Personal experience suggests that intervention falls behind assessment practices, and 
emphasis is placed on carers to be responsible for intervention, rather than other service 
providers. More specifically, there appears to be no nationwide procedure with respect to 
implementing intervention and training programmes following diagnosis of DAT in 
people with LD.
Care planning
Living and care arrangements are an important issue for people with later-stage DAT. 
The “aging-in-place” model recommends that where possible, individuals should remain 
in their existing home for as long as possible, to promote well-being and familiarity (e.g. 
Janicki & Dalton, 1999). Much can be done to make the existing environment more 
suited to the individual’s declining ability, such as handrails to help walking. 
Furthermore, carers can be supported as discussed above. Inevitably, family carers and 
those in residential homes may not be able to manage the intensive nursing care needed 
for late-stage dementia, and eventually the individual may have to be moved. However, 
whilst services are keyed up for care of people with DAT in the general population, there 
is little consensus with respect to care of people with LD. For example, it is still unclear 
whether LD or Older Adults services within the NHS are best suited to provide care for 
elderly people with LD. It could be argued that neither service is suitable; however, at 
present, there are very few services specifically aimed at the long-term care of people 
with LD and DAT.
Despite growing recognition of the significance of DAT in the LD population amongst 
academics and clinicians, it is unclear whether those ultimately responsible for funding 
care provision are aware of the extent of the problem. Udell (1999) argued that “many 
organizations are unaware o f the impact that dementia will have on their service over 
time” (pp:317). This is reflected in the recent Department of Health White Paper 
‘Valuing People’ (2001), where very little reference was made to the future care provision 
of people with LD and DAT.
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Conclusion
Clearly an increasing aging LD population combined with the increased risk of DAT, 
poses serious challenges with respect to future care provision. The recognition of this 
problem has been met in part by considerable research into prevalence, diagnosis, and 
assessment techniques. However, as yet there is no standard assessment tool, and little 
consensus with respect to what constitutes accurate diagnostic criteria. This makes 
accurate and reliable assessment difficult. Notwithstanding these difficulties, clinical 
experience suggests that many learning disability services within the NHS have 
implemented screening programmes for people with DS over the age of 40. However, 
despite this progress, there appears to be no formal systems within the NHS or other 
service providers with respect to implementing interventions such as skill maintenance, 
training and support for carers. Furthermore, there are currently very few facilities 
available for the specialist care of people the LD and DAT, and there has been relatively 
little research of interventions. Overall, this indicates that whilst there is an improved 
understanding of clinical symptoms of DAT, diagnosis and assessment, direct 
intervention and care provision falls behind, academically, clinically, and politically.
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Introduction
Recent years have witnessed a growing awareness with respect to psychological problems 
in children, with 7 to 25% of children having mental health problems (e.g. NHS Health 
Advisory Service, 1995). In addition to specific developmental delays and problem 
behaviours, children experience mental health problems similar to those of adults (Carr,
1999). Theoretical understanding is often based on that applied to the adult population. 
However, there are some key differences between these client groups. In particular, 
children’s emotional, social and cognitive development is not yet complete, and the 
manifestation of mental health problems may be different to adults. Furthermore, 
children inevitably exist within, and are largely dependent on, one system or another, 
usually a family network (NHS Executive, 1996). Consequently, assessment and 
intervention need to account for all aspects of the child’s system. Interventions 
commonly used within child and adolescent services include: behavioural, systemic, 
cognitive-behavioural, and psychoanalytic approaches. Few are specifically aimed at 
children and are often simply adapted from their adult counterpart (Carr, 1999). 
However, psychoanalytic approaches appear especially well suited to children as one of 
this approach’s core features is the focus on early-life experiences and child development.
Psychoanalytic concepts
The term ‘concept’ can be defined as “an abstract idea” (The Concise Oxford Dictionary, 
1999, p.295). However, the psychoanalytic approach comprises numerous abstract ideas, 
schools of thought, theories, and derivatives thereof. Psychoanalysis is not so much a 
unified theory, but an evolution of concepts based around a few core principles (Fonagy,
2000). These include: the influence of childhood experiences on the development of the 
mind and mental states; the nature and role of unconscious processes in respect to 
identity, personality and mental health; and the use of psychoanalysis to access and 
interpret unconscious processes (Bateman & Holmes, 1995). Outside these core 
principles, there remains considerable debate and disagreement within the psychoanalytic 
approach. Furthermore, boundaries between ideas are often blurred. This essay focuses 
on two key psychoanalytic concepts in relation to child psychology: projective
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identification and attachment. These concepts are well established within the 
psychoanalytic field and therefore subject to relatively more discussion within the 
literature. Furthermore, both concepts are founded in direct work with children (Fonagy, 
2000).
Proiective identification 
Melanie Klein and object relations
Projective identification is a concept first introduced by Melanie Klein (e.g. Klein, 1946; 
cited in Bateman & Holmes, 1995), an innovative psychoanalytical thinker who argued 
that intrapsychic processes are influenced not only by the individual, but also by their 
subjective experience of others (objects). In short, the mind contains numerous, 
subjective representations of childhood relationships, which become part of the child’s 
psyche, personality and self-image (Bateman & Holmes, 1995). Klein’s ideas represented 
the genesis of a new way of thinking, with ‘object relations’ at its core (Greenberg & 
Mitchell, 1983).
Klein was particularly interested in how a neonate experiences the world, how this is 
represented within the infant’s mind, and how this develops over the first year of life, 
Freud’s oral stage (Gomez, 1997). Contrary to Freud’s belief that the neonate has no 
impulses to interact with the outside world, Klein argued that a baby comes into the world 
ready to experience her environment. In particular, a neonate has innate primary 
instincts, impulses and ‘knowledge’ that allows her to recognise and experience her 
mother, at a non-verbal, sensory and mostly unconscious level (e.g. Klein, 1957; cited in 
Bateman & Holmes, 1995). Klein called this pre-symbolic, pre-language and pre- 
cognitive mental representation of experience, ‘phantasy’ (Gomez, 1997).
Klein argued that during the first few months, an infant’s world appears chaotic and she 
fears destruction from the death instinct. Anxieties are partly managed through the 
defence mechanism of splitting. In phantasy, the infant splits the primary object into the
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good, idealised mother and the bad, hated mother, dependent on the infant’s various 
experiences of her (Bateman & Holmes, 1995). Through the process of projective 
identification, the internalised objects form part of a primary defence system with respect 
to relationships (Fonagy, 2002).
Projective identification
Klein identified three key components of projective identification: introjection, projection 
and projective identification. Klein regarded introjection as bringing external reality into 
the self, in order to manage anxiety. The infant introjects good experiences to feel safe, 
and bad experiences to make the external world appear less dangerous (Gomez, 1997). In 
contrast, projection allows bad and feared impulses to be passed onto the external world, 
making the internal world safer, but the external world appear more dangerous. Whilst 
both experiences occur in phantasy, the infant experiences them as real. The constant 
interaction between introjection and projection allows the infant to eventually integrate 
internal and external experiences and facilitates relationships and identification (Gomez, 
1997).
Klein described projective identification as a phantasy that allows the infant to be purged 
of bad aspects of herself, by projecting them into her mother, who appears to take on and 
become the infant’s bad self. It represents a more intense form of projection in response 
to extreme anxiety. However, the precise distinction between projection and projective 
identification is not clear, and the two terms are often considered interchangeable 
(Bateman & Holmes, 1995). Klein indicated that projection described the mental process, 
whilst projective identification described the phantasy behind the process. Alternative 
distinctions suggest that whilst projection remains within phantasy, projective 
identification is actually experienced by the recipient (Bateman & Holmes, 1995). 
Projective identification is therefore more than the projection of feelings; it is the non­
verbal communication of impulses, feelings, experiences and the infant’s self so that the 
external object experiences the feelings projected by the infant, and responds to them in 
certain ways (Bateman & Holmes, 1995; Gomez, 1997).
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Klein argued that projective identification may directly influence the recipient’s 
behaviour and feelings so that they reflect the projector’s bad and destructive inner-self. 
These feelings and behaviours may then be used against the child (Bateman & Holmes, 
1995). The object, therefore, becomes the hated person that the child perceives them to 
be, in both phantasy and reality. Alternatively, the recipient may reject uncomfortable 
feelings, along with their projector. Projective identification can also be reintrojected into 
the originator, with bad identification resulting in low self-esteem and good identification 
resulting in improved self-esteem (Bateman & Holmes, 1995).
Klein argued that projective identification has different uses and outcomes dependent on 
the child’s position. She identified two key positions that the infant takes during the first 
year of life: the paranoid-schizoid and depressive positions (Gomez, 1997). Similar to 
Freud’s stages, they represent key aspects of development; however, Klein’s positions are 
not hierarchical, and remain with us throughout life, becoming less influential as we 
develop. Both positions can be returned to in times of crisis (Gomez, 1997).
The process of splitting during the paranoid-schizoid position allows the infant to 
experience pure goodness, which she introjects as a good object and incorporates into her 
developing sense of self. The baby also experiences pure evil, which she projects into her 
mother. The paranoid-schizoid position provides comfort and a sense of control, when 
the infant is faced with persecutory anxiety (Gomez, 1997). The mother, however, 
appears bad, sadistic and dangerous, and the baby wishes to destroy her from within 
(Bateman & Holmes, 1995). After the first three months, the infant becomes more 
heavily dominated by the depressive position. The infant is better able to manage 
anxieties and has less need for splitting. The infant begins to experience herself and her 
mother as whole objects. However, she also feels a sense of loss of pure goodness and 
realises that the person that she wanted to destroy is the same person that she loves 
(Gomez, 1997). The infant fears the loss of both internal objects that create her sense of 
identity, and external objects who care for her. The depressive position is therefore 
governed by feelings of grief, guilt and fear. To avoid hurting her mother further, these
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feelings are introjected and the infant attempts to make amends through love. The child 
begins to accept her parents as whole objects, who are introjected providing a secure 
sense of self (Gomez, 1997).
Implications for clinical psychologists
Experience, behaviour and relationships
Projective identification does provide a clinical psychologist with some useful insights 
into the psychological health, relationships, self-identity, and behaviour of children. In 
the first instance, Klein’s ideas encourage the psychologist to consider how a young 
infant experiences the world, much of which remains unknown. Projective identification 
also provides some useful insights with respect to early infant behaviour. However, it 
provides an overtly pessimistic view, describing the infant as hateful and aggressive 
towards her mother, and constantly fearful of destruction. This concept appears to ignore 
more positive aspects of a young infant’s behaviour, including eye-contact and smiling. 
Fonagy (2000) argued that Klein’s paranoid-schizoid infant not only reflected a child with 
a disorganised relationship with her mother, but her own difficult childhood.
Projective identification also provides useful insights into how a child may perceive 
relationships, and how these internal representations influence both self-concept and 
future relationships. In particular, Kleinian’s argue that object-relations and related 
projective identification influence how individuals perceive and manage relationships, by 
distorting the projector’s view of other people (Bateman & Holmes, 1995). This process 
continues throughout life, making it difficult for the individual to ever experience people 
in a non-biased way, and may impact on social skills and the ability to form close 
friendships (Gomez, 1997). Whilst few would argue that early relationships play an 
important part in both self-concept and subsequent relationships, the exact mechanisms 
are unclear. Stem (1985; cited in Gomez, 1997) also argued that these concepts require 
significant cognitive ability, including symbolic representation, which are not acquired 
until much later in a child’s developmental history. Furthermore, like most
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psychoanalytic concepts, projective identification remains largely in the theoretical 
domain, and there is little evidence to support its specific components and processes 
(Greenberg & Mitchell, 1983).
Klein also appeared to view all parents as positive and loving, whose only difficulties 
arise when responding to aggressive projected feelings. She overlooked the influence of 
parents on a child’s development and psychopathology, and indicated that a child’s 
development is independent of the system that surrounds her (Greenberg & Mitchell, 
1983). This omission is in itself neglectful, as research overwhelmingly indicates that a 
child’s psychological health, self-concept, and ability to form trusting relationships, is 
influenced by quality of parental relationships and care (Fonagy, 2000).
Psychological health
Klein believed that the success with which projective identification is used to manage 
anxieties is a key factor in determining the psychological health of the developing child. 
From the paranoid-schizoid position, psychological problems can be caused by the child’s 
inability to distinguish between reality and inaccurate projected experience (Gomez, 
1997). Furthermore, extreme anxiety can result in proliferated splitting of internal objects 
leading to psychosis (Gomez, 1997). In the depressive position, introjected feelings of 
guilt, loss and fear form the basis for depression. Similarly, individuals described as 
‘borderline’, remain in a continuous loop between paranoid-schizoid and depressive 
positions. As a result, reality is constantly distorted by projected experiences and 
identities, and the individual is filled with anxiety and fear (Gomez, 1997). Projective 
identification therefore provides insights into the relatively unexplored childhood origins 
of mental disorder (Gomez, 1997). However, whilst useful theoretical descriptions, there 
remains little evidence with respect to these complex processes, and projective 
identification does not completely account for these or other disorders.
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Therapeutic intervention
Gomez (1997) argued that projective identification has “an unparalleled value in 
psychotherapeutic work” (p.39) and its communicative feature has important implications 
for therapeutic relationships. In particular, the therapist (or clinical psychologist) is able 
to detect and interpret projected feelings that reflect the projectors internal object- 
relations, thus gaining insight into the individual’s internal psychic state, developmental 
process, and relationships. The therapist prevents these feelings being reprojected back 
into the child and also allows internalised object-relations to be readdressed (Bateman & 
Holmes, 1995). This is a key feature of psychoanalysis, and represents the foundations 
for transference and countertransference, the importance of which are recognised in many 
areas of psychological practice (Bateman & Holmes, 1995). Projective identification is 
therefore a particularly useful technique to use with young children with immature 
cognitive and language development, as it allows the child to directly communicate 
unmanageable internal experiences, in a non-verbal way.
Psychotherapy with children
The Freudian school rejected psychonalysis with young children as they were regarded as 
‘incomplete’ with respect to psychodynamic development. In contrast, Klein regarded 
children as young individuals who vividly experience intense feelings associated with 
internal and external reality (Gomez, 1997). She recognised that children could 
experience psychological distress and benefit from intervention. This point remains a 
critical influence with respect to current clinical understanding and practice in work with 
children. Furthermore, research consistently indicates that children have similar problems 
to their adult counterparts and benefit from psychological interventions, which reduce 
recurrence in adult life (Carr, 2000).
Klein accepted that Freudian methods of free association were not suited to children. 
Instead she used projective identification to gain insight into children’s unconscious 
internal world and phantasy (Greenberg & Mitchell, 1983). Kleinians believe that play 
represents a window into a child’s mind and, through play, children project internal
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conflicts and anxieties. The role of the therapist is to identify the child’s intense feelings 
of anxiety, anger and guilt. This is reflected in transference, which not only projects the 
child’s external parental relationship, but more importantly, her internal relationship with 
parental objects (Gomez 1997). Play therapy allows the therapist to manipulate the 
experience by using specific activities and roles (Greenberg & Mitchell, 1983). 
Projective identification therefore provides the clinical psychologist with one way to gain 
direct insight into a child’s mind.
Containment
Bion (1962, 1963; cited in Bateman & Holmes, 1995) regarded projective identification 
not only as the projection of destructive aspects of the self, but also the projection of good 
self-representations, resulting in empathy in the target. The mother is able to ‘contain’ 
and cleanse the infant’s painful and destructive feelings, and return them to her in a more 
acceptable form (Bateman & Holmes, 1995). The role of the therapist is to recognise 
anxious and destructive projected feelings and to “hold’ them for the child, rather than 
reject them, be influenced by them, or project them back. Rather than control the 
therapist, the child and her anxieties are controlled, and she realises that reality can be 
distinct from projected feelings. This allows the relationship to develop, increasing 
security. The therapist also helps the child find aspects of herself that have been 
projected onto others, and thus improve self-concept (Bateman & Holmes, 1995). 
Containment has become a key aspect of both understanding and psychotherapy with 
children. However, as with other aspects of projective identification and related 
therapeutic processes, the validity and effectiveness of this concept has yet to be 
demonstrated (Carr, 1999).
Attachment 
Theory
In contrast to Klein, John Bowlby argued that attachment to a primary caregiver, namely 
the child’s mother, is a critical factor in the child’s psychological development (e.g.
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Bowlby, 1944; cited in Rutter, 1995). Bowlby viewed attachment as the most important 
primary drive, demoting aggressive and libidinal drives favoured by Klein and classical 
psychoanalysts (Fonagy, 2000). Bowlby recognised the importance of a child’s 
experience of early relationships, but emphasised the realities of parental-care, rather than 
internal phantasies. In particular, Bowlby argued that neonates have a biological impulse 
to initiate and maintain interactions with their mothers (Fonagy, 2000). More 
specifically, he stressed the importance of proximity and ‘secure ’ attachments, and 
argued that maternal neglect or deprivation resulted in psychological problems (e.g. 
Bowlby, 1951; cited in Fonagy, 2000).
Behavioural system
Bowlby (1969; cited in Fonagy, 2000) argued that infants are biologically equipped with 
specific behaviours to maintain interaction, availability and attachment with their 
mothers, thus promoting survival. These comprise rewarding behaviours, such as 
smiling, which bring pleasure to the mother, and aversive behaviours such as crying, 
which encourage the mother to interact. Together, these behaviours form part of a 
behavioural system, which includes motivation, a fundamental mechanism separate to 
drives (Fonagy, 2000). Attachment behaviours are initiated by internal processes, such as 
hunger and illness, and external factors, such as threats and solitude. Infants respond to 
danger by seeking closeness with their mother, without whom the infant feels anxious and 
unsafe. The provision of a secure attachment by the mother allows the infant to explore 
her environment and facilitates development (Fonagy, 2000).
Internal working models
Ainsworth argued that the infants’ response to separation from the attachment figure was 
influenced by the infant’s appraisal and expectations of her mother’s separation. 
Similarly, Bowlby argued that the attachment behavioural system is supported by internal 
working models, comprising past representations of attachment experiences. Internal 
working models shape a child’s expectations of her primary attachment figure and of 
future relationships (Fonagy, 2000). Bowlby indicated that these models included
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representations of the self, either as loveable in the case of secure relationships, or 
unlovable and unwanted in insecure relationships (Fonagy, 2000).
Types of attachment
Ainsworth (e.g. Ainsworth, Blehar, Waters & Wall, 1978; cited in Rutter, 1995) 
developed a method of assessing attachment, using the Strange Situation paradigm, 
whereby attachments are assessed through parental separation in a strange place (Rutter, 
1995). Using this paradigm, a number of different attachment relationships have been 
identified. With secure attachments, the mother is typically available, responsive and 
sensitive to the infant’s needs. The infant’s knowledge of these qualities allows her to 
feel safe enough to explore and play independently, using her mother as a secure base. 
Secure children are happy to be reunited with their mother after a short separation, are 
easily comforted, and quick to explore again (Hopkins, 1999).
In contrast, insecurely attached children exhibit either resistant or avoidant behaviours. 
With resistant insecure attachments, children are typically reluctant to leave their mother 
and become very distressed when separated from them. On reunion, they remain difficult 
to comfort and are reluctant to explore again. Mothers typically provide unpredictable 
and inconsistent physical and emotional responses to their child (Hopkins, 1999). 
Avoidant insecure attachments are associated with children who explore without referring 
to their mothers, ignore their mothers when reunited after separation, and reject comfort. 
Mothers typically dislike and avoid close physical contact and displays of emotion 
(Hopkins, 1999).
More recently, an additional attachment type has been proposed: the disorganised or 
disorientated attachment (e.g. Main & Solomon, 1990; cited in Green & Goldwyn, 2002). 
Disorganised infants demonstrate contradictory behaviours, switching between avoidant 
and resistant strategies in response to anxiety. Main & Hesse (1990; cited in Rutter, 
1995) argued that disorganised attachments specifically reflect frightened or frightening 
behaviours and research suggests that disorganised attachments are associated with
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parental maltreatment, drug abuse, or parents with unresolved traumatic histories. More 
recently, disorganised attachment has also been associated with high parental expressed 
emotion (Green & Goldwyn, 2002).
All attachment types are increasingly supported by empirical research, providing a 
powerful insight into the dynamics and consequences of attachment relationships. The 
identification of disorganised attachments has been especially influential with respect to 
clinical practice, as it has provided a useful framework for child psychopathology, and is 
increasingly supported by research (Green & Goldwyn, 2002), as discussed below. 
However, it is unlikely that existing attachment types account for all attachment 
behaviours and research may uncover further patterns. Furthermore, it is argued that 
attachment types are too specific, and it is likely that there is overlap between them 
(Slade, 2000). Attachments also do not account for individual differences and the role of 
temperament (Rutter, 1995), and are not necessarily generalised across caregivers 
(Hopkins, 1999). Nonetheless, the recognition of certain attachment types is a very useful 
tool for the clinical psychologist, not only in understanding a child’s social development 
and psychological health, but also in determining the parental system that surrounds her.
Is attachment theory a psychoanalytic concept?
Bowlby’s attachment theory was for a long time rejected by the psychoanalytic world 
(Rutter, 1995), posing the question whether attachment theory represents a psychoanalytic 
concept. Attachment theory adheres to psychoanalytic principles in some areas. For 
example, it represents a developmental approach to psychological health and has 
biological processes at its core. However, it differs with respect to drives, regarding 
relationships as the basis for behaviour. Attachment theory therefore emphasises the 
importance of external, rather than internal factors (Fonagy, 2000). Attachment theory 
and object-relations both recognise the fundamental importance of other people in 
development. In attachment theory, the goal of the child is the physical sense of 
attachment, not the object that provides it (Fonagy, 2000). Notwithstanding these 
differences, contemporary attachment theory is more readily accepted as a psychoanalytic
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concept and there is currently a move to bring attachment back into the psychoanalytic 
school (e.g. Steele & Steele, 1998; Slade, 2000). Hopkins (1999) described attachment as 
a reformulation of psychoanalytic concepts to incorporate scientific approaches and 
research, and this is reflected in newer psychoanalytic ideas.
Psychoanalytic attachment theories
Lyons-Ruth (e.g. Lyons-Ruth, Bronfman & Atwood, 1999; cited in Fonagy, 2000) 
brought together psychoanalytic and attachment perspectives with regard to disorganised 
attachment. Lyons-Ruth’s relational diathesis model proposed that disorganised 
attachments are dependent on the amount of trauma or fear experienced, and the quality 
of attachment relationships. Extreme trauma disorganises attachment strategies of either 
the child or parent. Furthermore, poor attachment responses provided by the parent can 
disorganise relatively normal experiences. The move from insecure to disorganised 
attachment occurs in the event of severe trauma or with poor parental care. Lyons-Ruth 
also argued that the parent’s own attachments may be a factor in her child’s disorganised 
attachments. In particular, the child’s anxiety may trigger the parent’s unresolved 
insecure attachments, and to protect herself, the caregiver becomes less responsive and 
available.
Slade (2000) also recognised that key concepts of attachment are similar to those of 
relational- and self-psychoanalytic schools, and likened internal working models to 
internalised representations of relationships. Unacceptable relational feelings are 
defended against through repression into unconsciousness, resulting in distorted 
representations within insecure individuals. Main (e.g. Main, Kaplan & Cassidy, 1985; 
cited in Slade, 2000) also argued that attachment security not only reflects fact, but also 
internalised representations. She considered internal representations of childhood 
attachments, through adult narratives. In particular, narrative provides insights into the 
internal, unconscious representations of early object-relations and attachment experiences 
(Slade, 2000). She noted that differences in narratives derived from the Adult 
Attachment Interview (AAI, George, Kaplan & Main, 1985; cited in Slade, 2000)
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represent differences in attachment style. For example, secure attachments are associated 
with open and accessible narratives, whilst dismissive attachments were associated with 
disjointed, closed and incomplete narratives. Furthermore, disorganized attachments are 
reflected in pre-occupied, disorientated and unregulated narratives. Main also found that 
a mother’s attachment narratives predict her child’s attachments, suggesting that 
attachment styles may be intergenerational (Slade, 2000).
Implications for clinical psychologists 
Attachment and mental health
Sroufe (1988; cited in Rutter, 1995) argued that attachment affects a child’s self-concept, 
self-confidence and self-worth, in addition to her ability to form close, reciprocal 
relationships, and to gain and provide support, when needed. Research indicates that 
attachment does have far reaching consequences. Attachment types established in 
childhood influence later relationships (e.g. Main & Hesse, 1990; cited in Rutter, 1995) 
with insecure attachments more likely to result in poorer relationships. In addition, close 
attachments can protect against stress and loss, and therefore related mental health 
problems (e.g. Harris, Brown & Bifulco, 1986).
Research also indicates that there is a moderate association between attachment and both 
child and adult psychopathology (e.g. Belsky & Cassidy, 1994; cited in Rutter, 1995), 
although results are variable and earlier studies did not include disorganised attachment 
(Green & Goldwyn, 2002). More recently, disorganised attachment has been increasingly 
implicated in a number of child mental health problems, including emotional problems, 
behaviour and conduct problems, anxiety disorders in adolescents, problems with 
socialising, (Green & Goldwyn, 2002), and ADHD (Clark, Ungerer, Chahoud, Johnson & 
Stiefel, 2000). Disorganised attachment has also been associated with emotional 
dysregulation,, which may be an additional mediating factor in mental health (Green & 
Goldwyn, 2002). The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; 
American Psychiatric Association, 1994) also recognises certain reactive or disinhibited
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attachment disorders, related to children who have been neglected or abused, or brought 
up in institutional care.
However, the exact relationship between attachment and psychopathology is complex, 
and attachment influences numerous psychological processes (Green & Goldwyn, 2002). 
Clearly, further research is required to clarify these complex dynamics. Nonetheless, 
Rutter (1995) argued that attachment provides a useful descriptive and heuristic 
framework for child mental health, and the predictive accuracy of disorganised 
attachments makes it particularly useful to clinical practice (Green & Goldwyn, 2002)
Care provision
Bowlby (e.g. 1988) highlighted the role of parental care in determining a child’s sense of 
security. Research consistently indicates that quality of parenting has an important 
impact on a child’s attachment security (Rutter, 1995). Insecure and disorganised 
attachments are related to parental neglect, abuse and mental health problems (Rutter, 
1995). Bowlby (1951; cited in Rutter, 1995) also raised awareness with respect to the 
additional problems experienced by children in residential or foster care. Attachment has 
also helped explain why abused children appear to remain attached to their caregivers, as 
children feel both threatened and motivated to maintain a rejecting attachment (Hopkins, 
1999). Attachment theory has therefore highlighted key systemic issues associated with 
quality care and the relevance of assessing quality of parenting.
Assessment
Within clinical practice with children, attachment theory has been readily incorporated 
into assessment, with recognition of the importance of assessing both the child and 
aspects of care that may impact on presenting problems. Furthermore, it is essential to 
disentangle systemic factors from developmental problems (Green & Goldwyn, 2002). 
The Strange Situation paradigm is recognised as a useful tool to determine parent-child 
attachments, with attention focused not only on the child’s behaviour when separated 
with her mother, but more importantly, the behaviour on reunion (Rutter, 1995). The
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Strange Situation can also provide important information with respect to abuse or 
neglectful relationships, and therefore future care provision. However, this paradigm has 
its limitations and only represents a snapshot of attachment behaviour. In addition, it is 
only useful for young children, who are dependent on their parents. Older children’s 
attachment behaviours are likely to change as their independence and relationships grow 
(Rutter, 1995). At present, there are relatively few attachment assessments for older 
children, specifically those relating to disorganised attachment, although the AAI and 
narrative methods may be useful (Green & Goldwyn, 2002).
Intervention
Attachment theory has also made important contributions to clinical psychologist with 
respect to intervention, focusing on real-life experience and both the child and her 
caregivers. Interventions have largely focused on improving attachments between parents 
and children, and research suggests that interventions that improve mothers’ sensitivity 
may result in reduced insecure attachment behaviours in children (Van den Boom, 1990; 
cited in Rutter, 1995). However, van IJzendoom, Juffer & Duyvesteyn (1995) found that 
whilst parenting interventions improved sensitivity, there was less influence on 
attachment type. Furthermore, disorganised attachment may not be directly related to 
parental sensitivity and Green & Goldwyn (2002) suggested that interventions for 
disorganised attachment need to incorporate parental psychological problems, specifically 
unresolved trauma.
Narrative representations of internalised attachments have also been integrated into 
psychotherapy with children, often accompanied with play (Green & Goldwyn, 2002). 
The therapist listens for and interprets narrative discrepancies and incoherence, reflects on 
the individuals’ story, and provides a secure base to allow problems to be healed. 
Furthermore, existing narratives can be broken and rebuilt (e.g. Holmes. 1998; cited in 
Slade, 2000). However, narrative is highly dependent on cognitive and language 
development, and therefore may not be useful with younger children (Green & Goldwyn, 
2002). Traditional psychoanalysis allows attachment styles to be re-enacted and
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unconscious representations to be disclosed, so that the therapist can experience 
dismissive, unemotional, detachment, or ‘enmeshed’ clinginess (Slade, 2000). 
Attachments styles help the therapist understand processes of transference and 
countertransference, which play an important role in identifying and resolving insecure 
attachments. Slade (2000) argued that interventions with young children should also 
address parent’s own representations of the child, to improve their understanding and 
empathy towards the child’s experience.
The direct relationship between attachment theory and various interventions remains 
unclear (Rutter, 1995), and there has been relatively little written about specific 
attachment interventions and their effectiveness (Green & Goldwyn, 2002).
Conclusion
Klein’s highly descriptive and theoretical concept of projective identification provides 
some useful insights into an infant’s early experience and recognises, to a degree, the 
importance of early relationships. However, this concept ignores the external 
environment, most significantly the role of caregivers in the development of a child’s 
psychological health. Cleary, children do not grow up in a social vacuum, and their 
experiences of others are not only determined by internal representations, but by the 
realities of external relationships. Furthermore, anxieties involve real-life threats, 
including abuse and neglect. It has been suggested that the biggest contribution of 
projective identification is to therapeutic intervention, including psychoanalysis with 
children. However, there is very little evidence to support its relative effectiveness with 
children (Wolpert, Fuggle, Cottrell, Fonagy, Phillips et al., 2002). The theoretical 
limitations of this concept and the paucity of research into its therapeutic components, 
make it a useful, but deficient concept with respect to evidence-based work with children. 
In contrast, attachment theory has been heavily researched and its theoretical components 
are, in general, well supported by empirical evidence (Rutter, 1995). This makes 
attachment a powerful concept within clinical practice with children and is an important 
consideration with respect to the move towards evidence-based practice in the NHS.
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However, relatively little is known about the relative effectiveness of intervention, and 
attachment is itself an evolutionary concept, the full implications of which remain to be 
discovered.
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Introduction
History, migration, persecution, war, and increased globalisation have resulted in a 
dramatic increase in racial diversity in many countries including the UK and United 
States (US). Recent immigration and high birth rates of some ethnic minority groups has 
resulted in a relatively young ethnic minority population in comparison to the British 
population. Whilst over 18% of the UK population are over 65, only 7% are from ethnic 
minority groups (Age Concern). However, increasing life expectancy in ethnic minority 
groups is likely to result in a significantly increasing ageing population (Haley, Han & 
Henderson, 1998). Haley et al. (1998) argued that whilst few clinicians are aware of the 
special needs of ethnic older adults, race and ethnicity are becoming increasingly 
important variables in clinical practice.
Defining race and ethnicity
The terms race and ethnicity are distinct concepts that are often used interchangeably and 
have multiple definitions (Aranda, 2001). The Collins Dictionary defines ‘race’ as “a 
group o f people o f  common ancestry with distinguishing physical features, such as skin 
colour or build” and ‘ethnic’ as “relating to a human group with racial, religious, and 
linguistic characteristics in common” (Collins Dictionary, 1995; p:666 & 265). Aranda
(2001) related ethnicity to a shared sense of identification, based on “social and cultural 
heritage” (p:S122). Aranda (2001) argued that due to genetic diversity, race is no longer 
a biological concept, but forms the basis to racism. The terms race and ethnicity are 
therefore used to both define individuals and differentiate them. As ethnic diversity 
increases and races integrate, definition becomes harder. Acculturation is “the process o f  
cultural change resulting from continuous contact between groups o f distinctive cultures” 
(Aranda & Knight, 1997; cited in Haley et al., 1998; p:398). Consequently, an 
individual’s beliefs regarding race and ethnicity change as they become integrated into a 
new culture; the definition of race and ethnicity is ever changing as ethnic identity is 
increasingly influenced by the immediate environment. For the purpose of this essay, 
race and ethnicity are considered in broad terms, specifically factors associated with
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having a distinct culture, religion or appearance. Ethnic minority is regarded as any race 
or ethnic group that differs to the majority population.
Prejudice: racism and ageism
Racism is by definition a prejudice based on a person being of difference race. Both the 
UK and US have a long history of racism. Within the US, racism has been manifested by 
way of slavery and segregation. Both countries have demonstrated racism by way of 
inequality in access to education, employment and health care services. Prejudice, 
however, exists in many forms. Both the UK and US tend to favour the youth, whilst 
regarding older adults as a ‘burden’ to society. Older adults are often regarded as a 
minority subgroup, which is also discriminated against (Markides, 1983). People of all 
races face particular challenges as they reach older age. Older adults experience a 
significant number of losses and changes: ill health, reduced mobility, changes to living 
arrangements, loss of independence, loss of partners and friends, financial difficulties, 
and loss of status (e.g. Haley et al. 1998). Research indicates that approximately 7% of 
older people living in the community in the UK are subjected to abuse (Action Against 
Elder Abuse). The universality of these factors may suggest that race and ethnicity may 
appear unimportant variables in ageing. However, it is argued that older adults from 
ethnic minority groups are exposed to the ‘double jeopardy’ of prejudice by way of 
racism and ‘ageism’ (Markides, 1983).
This essay discusses how older adults from ethnic minority groups face difficult 
challenges, as the effects of old age interacts with being part of a minority group. In 
particular, it considers how these challenges influence both incidence and treatment of 
mental health difficulties. There has been relatively little research with respect to aging 
of minority groups in the UK, and therefore much of the research discussed considers 
ethnic minority groups within the US, predominantly the African-American population. 
However, many of the issues and dilemmas raised appear equally relevant to many ethnic 
populations.
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Incidence
Incidence is the number of new cases of a disorder reported during a specified time frame. 
Prevalence is the overall frequency of a disorder in a specified population (Kendall & 
Hammen, 1995). Both terms are often used interchangeably and research often reports 
prevalence rates. For the purpose of this essay both incidence and prevalence rates are 
used to represent frequency of mental disorders in older adults. Research has generally 
focused on age or race, and few studies have considered incidence in older people from 
ethnic groups. Furthermore, for older adults there has been a focus on specific mental 
illnesses, namely depression and dementia.
In general, research indicates that older adults irrespective of race have lower rates of 
major depression, but higher rates of milder depression compared to younger adults 
(Haley et al., 1998). Depression in older adults irrespective of race is often associated 
with decline in physical health, mobility and independence. Research indicates that this 
is true for people from ethnic minority groups (Haley et al., 1998). Older adults from 
some ethnic minority groups are also more likely to experience a general decline in health 
in old age and thus may be more at risk to depression (e.g. Angel, Angel & Himes, 1992; 
cited in Peek, Coward, Henretta, Duncan & Dougherty, 1997). Research also indicates 
that Hispanic-Americans experience high rates of depression, and depression is associated 
with reduced acculturation in Chinese- and Mexican-Americans (Haley et al., 1998). 
With respect to African-American older adults, research has reported lower rates of 
depression, but higher rates of psychosis, compared to white Americans (Kales, Blow, 
Bingham, Roberts, Copeland & Mellow, 2000). African-American’s have higher rates of 
psychotic disorders and lower rates of mood disorders irrespective of age (Kales et al., 
2000).
Suicide rates are also reported to vary in relation to ethnicity. Older adult, white males 
have the highest risk of suicide in the US and are more than twice as likely to commit 
suicide than African-American males (Haley et al., 1998). Furthermore, whilst suicide 
rates for white males increase significantly with age, rates for white women, and African-
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American men and woman remain stable (Haley et al., 1998). It is suggested that white 
males experience a greater change in status and independence as they reach old age, 
compared to African-American older adults who have experienced a life-time of 
discrimination and lower socio-economic status (Haley et al., 1998).
With respect to dementia, research indicates that dementia is at least as common in ethnic 
minority Americans, as in white Americans. African-Americans have been found to have 
higher rates of dementia compared to white Americans (Kales et al., 2000) and more 
likely to be diagnosed with dementia with delusions (e.g. Zubenko, Rosen, Sweet et al., 
1992; cited in Kales et al., 2000). Subtypes of dementia may differ due to variable risk 
factors, with incidence changing dependent in genetic background (Haley et al., 1998). In 
addition, reported rates are likely to underestimate the incidence of dementia, as 
dementias are less easily detected in ethnic minority groups, with families less likely to 
approach formal services, preferring to provide informal care at home or within their 
community (Haley et al., 1998).
Incidence of mental health difficulties may also be influenced by unique cohort issues 
within ethnic minority groups (Haley et al., 1998; Smith & Kampfe, 2000). Certain 
ethnic groups will have been affected by specific stressors such as war, persecution and 
famine. Incidence of trauma-related mental health problems may therefore occur within a 
particular cohort. Furthermore, early traumatic experiences, which may have remained 
relatively dormant, may be triggered at old age, when life experiences are reviewed and 
new losses experienced.
The findings with respect to incidence and prevalence are inconsistent and research 
methodologies are variable. Furthermore, just as incidence statistics inform provision of 
health services, they are also largely determined by the number of individuals accessing 
health services. Alternatively, they are based on research such as surveys to a sample of 
the population. Both methods are likely to misrepresent the incidence of mental health in 
older adults from ethnic minority groups, as they are much less likely to access health
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services, be included in research, or respond to English language surveys (Dana, 1998; 
Mills & Edwards, 2002). Incidence rates and treatment are also influenced by other 
variables, such as socio-economic status, assessment and diagnostic tools, and factors 
specific to race and ethnicity, such as cultural differences in the expression and 
experience of mental health (Nazroo & O’Connor, 2002). These factors are discussed in 
more detail below.
Socio-economic status
Early research has tended to ignore the role of socio-economic factors in the incidence of 
mental health in ethnic minorities, and when factors such as poverty, living conditions, 
education, and employment history are taken into account, many of the differences in 
incidence diminish (Mills & Edwards, 2002). Robins & Regier (1991; cited in Mills & 
Edwards, 2002) found that disparities in diagnosis of schizophrenia and depression 
between white and African-American older adults were non-significant after socio­
economic factors were accounted for. Similarly, a National Survey of Ethnic Minority 
groups in the UK found that lower social classes had higher rates of mental illness, 
irrespective of ethnic group (Nazroo, 1997; cited in Grewal & Lloyd, 2002). Research 
consistently indicates that low social class or poverty is related to increased psychological 
distress not only because of increased life events, but also due to reduced social and 
psychological support (e.g. Markides, 1983).
This may suggest that race itself is not an important variable in mental health, especially 
when older adults in general are more likely to experience a decline in socio-economic 
status. However, it is argued that older adults from ethnic minority groups experience the 
double jeopardy of poor socio-economic status by way of race and age, and are therefore 
particularly vulnerable to the related effects on mental health (Haley et al., 1998).
Many ethnic minority groups have experienced a long history of poverty, poor education 
and unemployment, either within their country of origin, or as a result of segregation and 
inequality within the UK or US. In the US, older people from ethnic minority groups
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have been found to have lower levels of income, education, and access to health care 
compared to white older adults (Haley et al., 1998). In 1996, approximately 25% of 
African-Americans and Hispanic-Americans were classed poor, compared to just under 
10% of white Americans. Furthermore, half of older, ethnic minority, unmarried women 
were classed as poor (Haley et al., 1998). This suggests that ethnic minority older adults 
are at particular risk of psychological distress and poor health associated with low socio­
economic status. Furthermore, research indicates that socio-economic factors influence 
service use in ethnic minority groups particularly where health care must be paid for. 
Despite an increased risk of mental health difficulties, older adults from ethnic minority 
groups are much less likely to receive treatment (Blazer, Hybels, Simonsick & Hanlon, 
2000).
History of poor health care
Poor mental and physical health in older age partly reflects poor mental and physical 
health throughout a person’s life. Many ethnic minority groups have experienced poor 
physical health and health care throughout their lives, either in their country of origin or 
through discrimination in their new home (Haley et al., 1998). This is likely to impact on 
their physical health, as they get older. Research indicates that older African-Americans 
are more likely to experience chronic health problems, such as diabetes, stroke, and 
hypertension compared to white Americans (Mills & Edwards, 2002) and older African- 
Americans are more likely to report a decline in their health (Peek et al., 1997). 
Furthermore, physical health in older age is closely related to mental health. As physical 
health declines, individuals are likely to experience more pain, discomfort, loss of 
mobility and independence. Decline in physical health is therefore associated with 
increased psychological distress and depression (Mills & Edwards, 2002). Whilst it is 
difficult to determine whether this is attributable to racial differences, socio-economic 
factors, or health history, these factors are likely to impact on both incidence and 
treatment of mental health difficulties.
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Diagnosis and assessment
Of key importance in incidence rates and successful treatment is accurate diagnosis and 
assessment. Accuracy of diagnosis may vary dependent of assessment method and how 
assessment tools are used (Kales et al., 2000). With respect to psychiatric diagnosis, most 
mental health service providers in the UK and US use the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV), which has been developed in modem, western 
society. However, diagnostic categories developed in one cultural group may not relate 
to those used in other cultural groups, and therefore, may not account for culturally 
different expressions or beliefs related to mental health (Dana, 1998).
Smith & Kampfe (2000) argued that assessment must account for the broad diversity that 
exists within older people from ethnic minority groups. Not only do such individuals 
have long and intricate life-stories, they also have highly differential and complex cultural 
backgrounds. Many ‘standardised’ assessment tools ignore the double jeopardy factors of 
age and ethnicity. Most are devised and standardised within English-speaking 
populations, and generally lack appropriate norms with respect to older age and cultural 
diversity. Where norms do exist for age, they tend to group all people over 65 within one 
age-band, and ignore the significant differences that occur within this age group. 
Similarly, where cultural differences are acknowledged, they do not account for the wide 
variation that exists within any culturally-diverse population (Smith & Kampfe, 2000). 
Few assessments account for sensory and motor difficulties associated with old age. 
Similarly, few are produced in a wide variety of languages. It is therefore difficult to 
determine how much accuracy is lost in translation. In addition, language differences and 
attitudes towards mental health influence how mental health problems are expressed and 
considered within different ethnic groups (see below). An awareness of these differences 
is necessary to ensure an accurate assessment. Smith & Kampfe (2000) concluded that to 
date racial factors have not been adequately considered by clinicians in the assessment of 
older adults.
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Clinician bias in assessment and treatment
Assessment and treatment may be biased by the assessor’s own prejudices and 
stereotypes regarding both age and race (Smith & Kampfe, 2000). In the US, African- 
Americans were often misdiagnosed with psychotic illnesses and institutionalised for long 
periods of time. Such treatment impacts on mental health in old age by way of 
inappropriate past treatment, distress, and also suspicion and fear with respect to health 
care providers. In the US, a history of misdiagnosis both in terms of failing to diagnose at 
all, or diagnosing incorrectly, has resulted in many African-American older adults 
receiving either no previous care or inappropriate care (Mills & Edwards, 2002). 
Research indicates that some groups are still more likely to be diagnosed with certain 
disorders than others, reflecting either inaccurate assessment or clinician biases with 
respect to race. Research has found that older African-Americans were more likely to 
receive a diagnosis of psychotic disorders and dementia, compared to Caucasian 
counterparts. Baker (1995; cited in Kales et al., 2000) found that 40% of African- 
Americans referred to community mental health care were misdiagnosed with 
schizophrenia.
Research also suggests that older adults from ethnic minority groups are less likely to be 
referred for community mental health treatment. In contrast, African-Americans, are 
more likely to receive inpatient treatment for psychiatric problems and more likely to 
experience unnecessary hospitalisations, reflecting either bias or misdiagnosis at 
assessment (Mills & Edwards, 2002). Clinician bias also appears to impact on 
prescription of medication with African-Americans less likely to be given new-generation 
SSRIs for depression (Blazer et al., 2000) and more likely to be given higher does of anti­
psychotic medication (Mills & Edwards, 2002). Research also indicates that clinicians 
may be less inclined to provide intensive follow-up to ethnic patients resulting in higher 
drop-out rates (Kales et al, 2000). Clinician bias therefore has important implications for 
both incidence and treatment. Misdiagnosis may itself be a specific cause in differential 
incidence rates (Kales et al., 2000) and treatment of ethnic minority older adults may
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involve recognising previous mistakes and rebuilding trust. The exact extent and 
implications of clinician bias however remain unclear (Kales et al, 2000).
Beliefs and expressions of mental health
Beliefs about mental health are a key determinant in whether people approach mental 
health services in the first instance. Furthermore, beliefs and the expression of mental 
health problems and distress have a significant impact on assessment, in terms of how 
information is interpreted and diagnostic conclusions reached. Experience and expression 
of mental distress are culturally determined and therefore highly variable (Nazroo & 
O’Connor, 2002). People from ethnic minority groups hold very different beliefs and 
attitudes with respect to mental health difficulties and their treatment.
Many cultures attribute mental health difficulties to spiritual or family influences and thus 
seek treatment through these means (Dana, 1998). For example, research indicates that 
African-Americans are less likely to be aware of the recognised symptoms of depression 
and more likely to associate depression with weakness (Mills & Edwards, 2002). 
African-American older adults may attribute depressive symptoms to spiritual rather than 
mental health problems. In addition, they may seek help for mental health problems from 
a variety of sources including their religious leaders, healers or juju men (Mills & 
Edwards, 2002; Dana, 1998). South Asian migrants to the UK also use religion and ‘holy 
water’ for help with mental health problems (Grewal & Lloyd, 2002). Within Chinese- 
American culture, dementia represents punishment for the wrongdoings of the family or 
possession of evil spirits. Similarly, Cuban Americans associate dementia with bad blood 
in the family (Haley et al., 1998). Different cultures also express distress in different 
ways. For example, African American women experience sudden collapse or ‘falling out’ 
in times of distress, a behaviour that is specific to this culture and largely unexplained 
(Dana, 1998). Other cultures are more likely to express distress through somatic 
symptoms (Dana, 1998).
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Ethnicity is also an important factor with respect to how people approach old age and 
death. Different cultures have very different attitudes to old age, illness and death, and 
these can impact on attitudes to treatment Some regard old age as a natural stage of life, 
which requires no external interventions (Haley et al., 1998). Others may wish to return 
to their country of origin to die or be buried.
Service use
As discussed above, incidence rates are largely determined by those engaging in formal 
health services. However, research consistently indicates that there are significant 
differences between white and ethnic populations with respect to use of formal health 
care services. In particular, ethnic minority populations tend to under-utilise services in 
both the UK and US. For example, research indicates that outpatient mental health 
services are underused by older adults from ethnic minority populations (Smyer & 
Pruchno, 1984). Kales et al. (2000) found significant ethnic differences for older adults 
with respect to out-patient care, but not inpatient care. Older African-Americans also 
utilise a third less nursing home services than white Americans, despite having greater 
health problems (e.g. Skinner, 1995; cited in Haley et al., 1998).
Mills & Edwards (2002) argued that mental illness, specifically depression, was more 
likely to be undiagnosed and untreated in African-American older adults. Whilst African- 
Americans were more likely to be poor and therefore at risk of depression, they were also 
more likely to have no or limited health care provision, and thus not access services. For 
some, service-use is determined by socio-economic factors. However, this does not 
explain differences in uses of health services in countries where health care is free, for 
example, in the UK.
Service use is also influenced by people’s attitudes to mental health and health care 
services. It is also influenced by peoples knowledge and understanding of certain 
services. People are only likely to approach health providers if they know that they exist, 
and that mental health problems can be treated using western interventions. Baker &
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Lightfoot (1993; cited in Kales et al., 2000) found that current attitudes in ethnic older 
adults were closely related to previous experiences of health care. Grewal & Lloyd
(2002) found that individuals from ethnic minority groups were less likely to approach 
their GP, if they had had a previously difficult experience with their GP or other health 
care provider.
Many ethnic minority groups are suspicious of formal health care services. Grewal & 
Lloyd (2002) found that individuals from ethnic minority groups are reluctant to approach 
strangers or people who do not understand their culture, for help. For African-Americans, 
a history of misdiagnosis, racism and discrimination, has resulted in ‘cultural mistrust’ 
towards white Americans and large institutions, such as health care providers (Barrett, 
1998; cited in Haley et al., 1998). Barrett (1998) argued that such mistrust was a key 
factor in why African-Americans were more likely avoid or delay use of medical services 
(Haley et al., 1998). Within the UK, older adults from refugee communities, which have 
experienced persecution from within their country of origin and in the UK, may have 
similar fears regarding state-related services, and may similarly avoid approaching health 
care providers.
On a more practical level, many older adults, particularly within UK Asian communities 
have moved with their adult children and become part of an Asian community within the 
UK. Whilst the younger members of the family have become integrated within British 
society by way of education, work, and social networks, many older members have 
remained isolated within their family and ethnic community. Consequently, many older 
adults from Asian minority groups have experienced less acculturation, are unable to 
speak English, and are particularly reliant on family members with respect to accessing 
services (Grewal & Lloyd, 2002). Whilst these individual’s may be at greater risk of 
mental health difficulties, they are less likely to gain access to services.
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Use of informal care
Differences in service use has also been attributed to cultural differences in attitudes to 
care-giving and social networks. Ethnic minority groups place greater reliance on 
informal support from friends and family (Peek & O’Neill, 2001). Furthermore, different 
cultures have very different beliefs and expectations with respect to caring for others, and 
this is likely to be related to how carers feel about this role (Haley et al., 1998). With 
older adults of any race, the attitudes to carers are of particular relevance in accessing 
health care provision, as decisions are often made by carers.
Peek & O’Neill (2001) found that whilst racial differences did exist between White and 
African-American support networks, these differences related to frequency of interactions 
and number of family members in the network. Contrary to expectations, African- 
Americans had less contact interactions and there was no difference in size of support 
network. Dilworth-Anderson, Williams & Gibson (2002) found that ethnic minority 
carers were more likely to seek informal support in their care-giving, and rarely looked to 
formal services. Furthermore, caring was related to cultural beliefs of reciprocity and 
giving back to older members of society. This was partly due to cultural beliefs, whereby 
seeking help outside the family was associated with shame, disrespect to the family, and 
against cultural beliefs. In addition, mental illness, such as dementia, was often regarded 
as a normal ageing process and therefore not considered to require outside help. Such 
beliefs about caring may also determine carers’ well-being and therefore quality and 
availability of informal care. Research suggests that ethnic families and carers perceive 
care of the elderly differently to white carers, with African-American carers reporting less 
feelings of being burdened and depression compared to white carers (e.g. Haley et al., 
1995; cited in Haley et al., 1998).
Treatment
As discussed above different cultures have very different beliefs with respect to the 
origins and thus treatment of mental health difficulties. On a practical note, cultural 
differences with respect to gender and family roles can impact on physical and mental
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care. For example, certain cultures may feel unhappy about strangers looking after older 
family members, or an older female having a male carer or therapist (e.g. Grewal & 
Lloyd, 2002). For Muslim cultures, family members may wish to be present during 
therapy, as it may be forbidden for a woman to be alone with another male. This in turn 
may impact on treatment. Furthermore, as discussed above, carers’ beliefs have 
particular relevance for older adults from ethnic minority groups, whereby younger 
family members often act as gatekeepers to health care (Dilworth-Anderson, Williams & 
Gibson, 2002).
Clearly, where mental health is regarded in a different way to western beliefs, treatment 
options, such as Cognitive Behaviour Therapy (CBT) for depression, may not make sense 
to a person who would traditionally approach their religious leader or healer for help 
(Dana, 1998). To some, western diagnosis and treatment options may appear either 
meaningless or impractical (Haley et al., 1998). Dana (1998) argued that many cultures 
are less likely to engage in talking therapies, as they feel uncomfortable talking about 
themselves, or regard talking about family problems as dishonourable or disrespectful. 
Furthermore, the issue of trust or mistrust with respect to health provision for ethnic 
minority groups is of particular importance in western therapies, which are based on trust, 
safety and respect (Haley et al., 1998). It is important to consider whether a white 
therapist can truly develop a safe and trusting relationship with an ethnic minority older 
adult, who has grown up with segregation and discrimination (Haley et al., 1998).
Language differences and accuracy of translation can also have a significant impact on 
the acceptance and effectiveness of western psychotherapies. Grewal & Lloyd (2002) 
found that whilst therapeutic services were used by Bangladeshi, Pakistani and Indian 
populations, all users studied spoke English. People from ethnic minority groups may 
feel that they are not being understood by their therapist, both in terms of emotional 
expression and cultural background. Furthermore, language used in assessment and 
treatment impacts on a person’s perception of control and well-being (Grewal & Lloyd, 
2002). Grewal & Lloyd (2002) found that many people from ethnic minority groups
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approached counselling or therapeutic services only under ‘special’ circumstances, such 
as having it recommended to them by a white friend or partner. Few studies have 
considered how western psychotherapies should be adapted for ethnic minority 
populations.
Ethnic minority groups also appear to have different attitudes with respect to use of 
western medication for health difficulties. Research indicates that African-American 
older adults are less likely to use all types of medication, but particularly anti-depressants, 
psychotropic medication, painkillers and nutritional supplements, compared to white 
Americans. Furthermore, these differences remain when prevalence rates and costs of 
health care are controlled for (Blazer et al., 2000). Similarly, in the UK, despite having 
higher rates of depression, Caribbeans of all ages were less likely to receive medication 
from their GP (Grewal & Lloyd, 2002). One possible explanation is that clinicians are 
less inclined to prescribe certain medication to ethnic groups, possibly reflecting clinician 
bias with respect to race. However, this does not explain lower use of over-the-counter 
medication. Clinicians need to consider these variables when assessing or treating people 
from ethnic minority populations.
Other factors
Issues relating to race and ethnicity do not just involve those from ethnic minorities. 
Within the UK the current aging population grew up during a time of much less racial 
diversity & greater racial prejudice. Many white, older adults today are themselves 
openly racist (e.g. von Hippel, Silver & Lynch, 2000). This in itself raises important 
issues for them specifically regarding treatment and care, in that many health care 
professionals and formal carers are from ethnic minorities. This has effects on both 
parties, in that older people may not wish to be cared for by someone from a different 
race. This may cause significant distress, especially if they are confused or have 
dementia. An older gentleman, who spent several years as a Japanese prisoner of war, 
may find it particularly traumatic being cared for by an Asian carer. On the other hand,
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ethnic minority carers who look after older adults may be subjected to racial abuse from 
their clients.
Conclusions: bridging the gap
Smith & Kampfe (2000) argued that with longevity comes increased diversity and older 
people today have all the “racial, ethnic, cultural, spiritual, and sexual diversity 
characteristics” (p:33) as their younger counterparts. These characteristics are important 
variables both in terms of incidence and intervention. However, Mills & Edwards (2002) 
concluded that major gaps continue to exist in our knowledge and understanding of racial 
diversity and its impact on clinical practice.
Nonetheless, steps can be taken to bridge the gap between cultures and ethnic groups 
(Aranda, 2001). In particular, health services must be aware of the difficulties that people 
from ethnic minority groups face when seeking help. To this extent further research is 
required including ethnic groups to clearly identify these difficulties. Health care 
providers can also take steps to promote their services in ways that are acceptable to 
ethnic minority groups. This may include providing information and education in the 
relevant language, approaching community leaders and representatives, and recruiting 
clinicians from ethnic minority backgrounds. Interventions for ethnic minority groups 
must also consider attitudes and beliefs held regarding health care. With respect to 
psychotherapy, Tsai & Cartenson (1996; cited in Haley et al., 1998) recommended that 
the client should become the teacher with respect to providing information with respect to 
their ethnic background, beliefs and history, and the therapist should use common or 
culturally-valid language and forms of expression where possible. Furthermore, services 
should recognise differing roles of the family and informal carers, and attempt to integrate 
formal and informal care provision. (Haley et al., 1998).
Aranda (2001) argued that it is important to recognise similarities as well as differences, 
and ethnic minority groups, despite their difficulties, also have factors that protect them 
from distress. The effects of double jeopardy may be mitigated by supportive family and
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social networks within ethnic groups. In addition, individuals who have survived into old 
age, despite difficult life circumstances, may have increased resilience to distress (Haley 
et al., 1998). Clinicians should promote these factors where possible and use them in 
conjunction with specific interventions to support older adults from ethnic minority 
populations.
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ADULT MENTAL HEALTH PLACEMENT
Cognitive-behavioural therapy with a 33-year-old lady presenting with social phobia 
and depression
Referral
Jenny, a 3 3-year-old, white, British lady was referred to the specialist psychology service 
by the counselling psychologist at the Community Mental Health Team (CMHT), for 
further assessment and treatment, following a long history of anxiety in social situations 
and depression.
Presenting problem
At the time of referral, Jenny had been feeling very low, anxious, and was having trouble 
sleeping. Jenny attributed her depression to problems she was having coping with social 
situations. She found all social situations anxiety-provoking, but was particularly 
bothered by school-related events, such as the twice daily school-run. This had become 
increasingly apparent over the last year, since her eldest son had started school. During 
these situations, her anxiety increased significantly; she felt tense and sick, and her heart 
raced. She was particularly concerned about being judged or liked by others, and worried 
that she would make a fool of herself. Where possible, she would avoid social events 
completely.
Assessment
Jenny was initially assessed by clinical interview, which included a detailed review of a 
recent social situation. Her symptoms were also considered in terms of DSM-IV 
diagnostic criteria. She also completed the Beck Depression Inventory (BDI-II), the Beck 
Anxiety Inventory (BAI), and the Symptom Checklist-90-R (SCL-90-R). Jenny obtained 
a score of 11 on the BAI indicating a mild level of anxiety, and a surprisingly low score 
of 1 on the BDI-II indicating minimum depression. The SCL-90-R scores indicated that 
Jenny met criteria for ‘caseness’ for non-patient females, on a number of categories
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including: Interpersonal Sensitivity (I-S), Depression (DEP), Anxiety (ANX) and Phobia
th(PHO). Using outpatient norms, Jenny’s scores were above the 50 percentile for 
Anxiety (67th percentile) and Phobia (67th percentile).
Relevant history
Jenny described herself as a lonely child with few friends. Her mother was a very 
anxious person, who avoided social contact. Her father drank heavily and was treated for 
depression. Jenny reported that she hated primary school and was very distressed to be 
separated from her mother. She also had significant problems socialising at secondary 
school and was diagnosed with school phobia. As a result, she was taught for several 
years in a special school, before returning to mainstream education. Despite her 
significant difficulties, she did well at school and had a successful career as a personal 
assistant and events organiser before having children.
Formulation
Jenny’s social phobia was considered in relation to the cognitive model of social phobia. 
Jenny’s social isolation and her mother’s own social anxiety in early life, were likely to 
have resulted in her developing dysfunctional assumptions and core beliefs. It was 
hypothesised that these included beliefs about herself not being good enough, other 
people being judgemental, and the world being dangerous. Jenny assumed that if she did 
not perform well in social situations, she would be rejected. She also believed that her 
children’s happiness was dependent on her own performance. Jenny was therefore 
anxious in all social situations, but particularly those where being judged or rejected 
might impact on her family. Prior to, and during each occasion, she would worry 
continuously and also experience numerous physical symptoms, which increased her 
anxiety further. Her safety behaviours included avoiding situations altogether, or 
avoiding contact with others. However, these in turn prevented her from discontinuing 
beliefs about how others perceived her, and also made social contact difficult and 
awkward. Jenny’s depression appeared to be secondary to her social phobia.
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Predisposing factors
Jenny’s mother was a very anxious person who avoided all social situations. As a child, 
Jenny was not encouraged to socialise with school friends, had difficulty making friends, 
and was lonely. She developed school phobia when she started secondary school. 
Jenny’s father suffered from depression and drank heavily, and her mother turned to 
Jenny for support.
Precipitating factors and triggers
Jenny’s anxiety problems increased when her eldest son started school and Jenny was 
required to participate in school activities. Jenny also started to question her own lonely 
childhood, and worried that her anxiety would affect her children.
Maintaining factors
Jenny’s social phobia was maintained by existing negative thinking patterns and beliefs 
regarding social situations. Furthermore, by avoiding social situations and using safety 
behaviours, she was unable to disprove these beliefs. Many of her safety behaviours were 
making social contact more difficult, thus maintaining her beliefs further.
Protective factors
Jenny was an intelligent and well-spoken lady, who was able to appear confident, even 
when very anxious. Jenny was highly motivated to change and she had a supportive 
husband.
Treatment
It was proposed that Jenny would be helped using a cognitive-behavioural approach to 
address her social phobia, including identification and re-attribution of dysfunctional 
negative thoughts, and graded-exposure of social situations.
Invention consisted of 12 one-hour sessions. Early sessions involved building rapport, 
discussion of the cognitive-behavioural model of social phobia and initial formulation,
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and psychoeducation of physical symptoms of anxiety and relaxation. A problems list 
and hierarchy of anxiety-provoking situations were drawn up for behavioural 
experiments. Jenny was also asked to monitor her negative automatic thoughts.
Later intervention comprised graded-exposure in accordance with the hierarchy. This 
involved setting experiments for homework, starting with easier tasks and gradually 
working through to harder tasks. Negative thoughts were challenged using a number of 
techniques, including thought records, pie-charts, evidence for-and-against, and worst- 
case scenarios. During later sessions, Jenny also talked about her childhood and her 
relationship with her mother.
Outcome
Jenny responded well to cognitive behaviour therapy. She was able to see that many of 
her dysfunctional thoughts were irrational and that her avoidant and safety behaviours 
made her anxiety worse. She was able to enjoy some social events and found the school 
run much more manageable. All outcome measures indicated an improvement.
Reformulation
The therapy process largely supported the original formulation. However, new themes 
were also identified relating to Jenny’s fears of her children becoming isolated or anxious.
Critique
A more gradual hierarchy would have been preferred, but Jenny’s hierarchy was 
predominantly determined by her social calendar. Jenny may also have benefited from 
additional sessions.
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LEARNING DISABILITY PLACEMENT
Assessment and preliminary treatment of challenging behaviour in a 29-vear-old 
man presenting with severe learning disability and autism: a behavioural approach
Referral
Peter, a 29-year-old, white, British man was referred to the Community Learning 
Disability Service by the Consultant Psychiatrist for Learning Disabilities, for further 
assessment, following a history of challenging behaviour comprising biting and recurrent 
public masturbation.
Assessment
Peter was assessed over a 4-month period. Assessment involved interviewing Peter’s 
keyworkers at his home and his day-placement. Further information was obtained from 
case-notes and medical records, data collected by carers, further interviews with carers, 
direct observation of Peter at his home and day-placement, and direct interactions with 
Peter.
Presenting problem
Peter had two key problem behaviours comprising biting and recurrent masturbation in 
public areas. Peter tended to bite others when moved or disturbed, or during personal 
care. Peter also masturbated continuously throughout the day. Excessive masturbation 
had resulted in tissue damage for which Peter had received medical treatment. Existing 
records indicated that these problems had a long history and had occurred whilst Peter 
was at school. It was unclear why the situation had recently deteriorated.
Background
Peter lived in a privately managed residential home for people with learning disabilities. 
He had little contact with his family. Peter had a severe learning disability combined with 
moderately severe autism. In addition, he had epilepsy, cerebral palsy, oesophageal
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stricture and severe kyphoscoliosis, which made walking difficult. Peter was non-verbal 
and did not use or understand signs; he required one-to-one care for most daily-living 
activities, and was doubly incontinent. Vineland Adaptive Behavior Scales suggested 
that Peter’s adaptive level was low (profound), with an overall age equivalent of 8 
months. Peter spent most of the day repeatedly flicking the pages of a catalogue. Peter 
also attended day-services twice a week.
Initial hypothesis and action plan for further assessment
It was hypothesised that Peter’s challenging behaviours were functional adaptations to his 
current environment, with environmental factors maintaining the behaviours. It was 
proposed that Peter’s biting was in response to demand and transition situations, which he 
found aversive or distressing. Biting also reduced social interaction, which being autistic 
he found distressing. Peter had learnt that biting was an effective way of avoiding 
unwanted demands. It was also hypothesised that Peter’s masturbation may be due to 
lack of sensory stimulation and activity within his daily life.
It was proposed that an extended assessment be conducted largely using an applied 
behavioural analysis framework to determine reasons for behaviours. This would 
comprise a detailed analysis of Peter’s problem behaviours, antecedents and also 
consequences. This would be carried out through direct observation of Peter’s behaviour 
and further information gathering by way of staff reports and records.
Information from further assessment
Frequency data indicated that Peter was biting less than once a day. Carer records and 
direct observations indicated that biting behaviours occurred in a number of scenarios 
including: being moved; social interactions; during nursing care; and when Peter was 
travelling in the van. Peter’s biting had a number of consequences, including stopping 
interactions and movement, and being left alone in his room.
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Direct observation and discussions with staff suggested that Peter attempted to masturbate 
almost continuously when not occupied. If Peter did not respond to verbal prompts to 
stop, staff would move Peter to his bedroom. Another consequence was that other 
residents would generally avoid him when masturbating.
Formulation
Peter’s behaviours were considered within an applied behavioural approach, which argues 
that behaviour can be attributed to specific triggers, and factors within the environment 
act to maintain behaviours once established, through positive or negative reinforcement.
Vulnerability factors
Peter’s severe learning disability, limited communication, and autism were considered as 
important vulnerability factors with respect to his behaviour. Lack of social interaction 
and communication denied Peter a powerful source of emotional and mental stimulation. 
Peter’s level of activities and general stimulation were also very limited.
Precipitants
Triggers included change-situations or Peter being moved. Peter was also more likely to 
bite when demands were made upon him, such as participating in daily living skills. 
Biting also occurred in response to social interaction. Peter was more likely to 
masturbate when he was unoccupied.
Protective factors
Despite Peter’s autism, he was able to tolerate some social interaction and he was 
generally liked by other residents. Peter also enjoyed some activities and sensory 
stimulation.
Maintaining factors
Maintaining factors were considered in terms of consequences that reinforced problem 
behaviours through positive and negative reward. For Peter, biting removed demands,
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stopped transitions, and prevented unwanted social interaction. It also provided increased 
opportunity to masturbate and was an effective method of communication. Masturbation 
was rewarded directly by physical stimulation, and in the event of ejaculation, physical 
pleasure and endorphin release. Masturbation also resulted in Peter being avoided by 
others, or being moved to his bedroom, thus removing social interaction and providing 
more opportunity to masturbate.
Intervention and outcome
Behavioural interventions were planned to: reinforce appropriate behaviours; provide 
alternative, more appropriate behaviours; and to remove rewards that maintained problem 
behaviours. It was proposed that biting behaviours would be addressed by carers 
reducing rewards for this behaviour and increasing rewards for appropriate behaviour. 
With respect to masturbation, a series of interventions were planned including 
investigating alternative ways of stimulating Peter through sensory experience. A 
programme of intensive interaction was proposed to help Peter interact with others in a 
way that suited him. Staff training was also planned. It was proposed that Peter’s level 
of activity be gradually increased, focusing on the sensory rather than social domain.
Limited time on placement permitted only a short period of direct intervention, 
supplemented by recommendations and staff training. Preliminary intervention 
comprised sessions using sensory equipment to investigate what sensory stimulation Peter 
might enjoy. This indicated that he did enjoy certain sensory interactions. In addition, 
intensive interaction was also implemented. Time-limited intervention prevented follow- 
up.
Critique
More time was needed for intervention. This was also a complex case made more 
difficult by Peter’s care home being under investigation and difficult relations between 
the home and the LD team.
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CHILD AND YOUNG PEOPLE PLACEMENT
Cognitive-behavioural and attachment approach to a 12-vear-old boy presenting 
with school refusal and panic attacks 
Referral
Andrew Smith, a 12-year-old, white, British boy was referred to the Child and Adolescent 
Mental Health Service by his GP for assessment and treatment for panic attacks and 
school refusal.
Presenting problem
Andrew had been experiencing panic attacks almost every day, often on the way to or at 
school. He also had panic attacks when staying at his father’s house and had therefore 
stopped visiting at weekends. During a panic attack, Andrew would become hot and 
flushed, shake, sweat and breath very quickly. He felt that these symptoms would get 
worse and he would faint or suffocate. When anxious at school, he would often say that 
he was ill and be sent home. Andrew was accompanied to school by his parents or older 
brother and was phoning his mother every morning. These steps had helped Andrew 
contain his anxiety, and at the time of the initial assessment, he was attending school most 
days.
Andrew had experienced his first panic attack in January 2002, after which time his 
anxiety and panic attacks increased significantly. This followed a difficult time for the 
family.
Initial assessment
Andrew was initially assessed by clinical interview by a Trainee Clinical Psychologist 
and a Senior Mental Health Worker (SMHW). The initial assessment was also attended 
by Andrew’s mother and his older brother, Peter (14). The SMHW was already working
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with the family with respect to Peter, who had been found sexually abusing his younger 
stepsister.
Family background
Andrew lived at home with his mother and older brother. Mr and Mrs Smith had 
divorced nine years previously. The separation had been relatively amicable. Mrs Smith 
had no new partner, whilst Mr Smith had remarried and had two children with his second 
wife. Andrew and Peter visited their father together every weekend until recent events, 
after which time Andrew visited alone.
Andrew and his brother attended the local high school. Andrew enjoyed school, had 
many friends there, and despite his anxiety was doing well at school. When not at school, 
Andrew enjoyed spending time with his friends.
Initial formulation
The cognitive model of panic disorder suggests that panic attacks are triggered and 
maintained by a ‘vicious cycle’ of catastrophic misinterpretation of both physical and 
cognitive sensations. For Andrew, difficult events at home are likely to have increased 
his anxiety levels in general. Misinterpretation of the resulting physical and cognitive 
experiences, and subsequent escalation of anxiety, may have brought on his first panic 
attack. After this, he became hypervigilent towards the physical signs of anxiety and 
entered the vicious cycle of panic, which generalised to different situations. He also 
initiated safety behaviours to control his anxiety, such as phoning his mother once at 
school, and started to avoid anxiety-related situations, such as school and his dad’s house. 
He therefore did not give himself the opportunity to learn that his beliefs were inaccurate.
Predisposing factors
Andrew’s mother presented as a relatively anxious person and this anxiety may have 
transferred to her children or influenced her attachment with Andrew. The divorce of 
Andrew’s parents is likely to have resulted in increased insecurity in both children.
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Precipitating factors and triggers
The discovery of Peter’s sexual abuse of his younger stepsister resulted in significant 
anger and anxiety within both families. The secrecy surrounding this incident is likely to 
have increased Andrew’s anxiety further. Also Andrew’s mother went into hospital for 
several weeks for an operation. Shortly afterwards, Andrew was kept at home from 
school for several weeks with a viral infection. It is hypothesised that during this time, 
Andrew may have started to associate being at home with reduced anxiety. This resulted 
in Andrew’s first panic attack when he returned to school.
Maintaining factors
Andrew’s panic attacks were maintained by dysfunctional beliefs, including the 
misinterpretation of physical feelings and inaccurate beliefs about what was happening to 
him. As Andrew started to feel anxious, he would focus on his physical feelings, 
increasing his anxiety and physical symptoms further. Andrew would avoid situations 
where he was more likely to have a panic attack and also introduced safety behaviours.
Action plan
It was proposed that Andrew would be helped using a cognitive-behavioural approach. 
This would involve psychoeducation and identifying and addressing Andrew’s 
misinterpretations of physical feelings, and negative thoughts associated with panic 
attacks. Later sessions would attempt to address some of the underlying anxieties that 
may have contributed to the panic attacks starting.
Intervention
Invention consisted of 9, one-hour sessions comprising individual work with Andrew, 
work with Andrew and his mother, and family work with Andrew and both his parents. 
Early sessions comprised building rapport with Andrew and his family, and 
psychoeducation with respect to anxiety, panic and relaxation. One session was spent 
discussing anxiety in detail, including why people became anxious and what anxiety does 
to the body. Later sessions focused on the thoughts Andrew had when he felt anxious.
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Andrew was asked to draw a picture of a man with a large cloud to represent what he was 
thinking. He was then asked to write down as many thoughts as he could regarding his 
worries. Themes included worries about having a panic attack, especially when away 
from his mother, and worrying about upsetting his mother and his father. He also worried 
that he had done something wrong.
Re-formulation and further intervention
It was hypothesised that Andrew’s panic attacks were related to separation anxiety. In 
particular, it was proposed that Andrew had an insecure attachment with his mother 
resulting in anxiety when separated from her. Later sessions focused on Andrew’s fears 
of being abandoned, looking at evidence for and against this. In joint sessions, Andrew 
and Mrs Smith were able to talk about ways of improving communication between them. 
During the final session, an action plan was prepared should Andrew become anxious 
again.
Outcome
Andrew reported that he was no longer feeling anxious or having panic attacks, and was 
attending school.
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SPECIALIST PLACEMENT: EATING DISORDERS
Schema-focused cognitive-behavioural approach to an 18-vear-old female student 
presenting with Anorexia Nervosa
Referral
Sarah Smith, an 18-year-old, white, British female was referred to the Eating Disorder 
Service by the Community Mental Health Team for further assessment and treatment for 
symptoms consistent with Anorexia Nervosa (AN).
Presenting problem
Sarah presented with a BMI of 17.15 and a number of eating disordered behaviours. She 
was restricting and bingeing most days. Sarah would binge on cereal and sweets, feeling 
out of control and panicky. She made herself sick after each binge and sometimes after 
meals. She also exercised excessively. She had stopped menstruating in January 2002, 
and had lost 2 stone in 12 months.
Initial assessment
Sarah was assessed by clinical interview with a Consultant Psychiatrist and Senior 
Dietician. Sarah completed the Stirling Eating Disorders Scale (SEDS), a silhouette 
judgement measure, the Beck Depression Inventory (BDI-II) and the Beck Anxiety 
Inventory (BAI).
History o f problem
Sarah started to feel uncomfortable about her weight aged 14, at which time she was 
being bullied at school about her appearance. More recently, she had become 
increasingly conscious of her weight as she started her first serious relationship. She 
started to severely restrict approximately 11 months prior to the assessment. For the last 
month, she had also been binging and vomiting.
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Background
Sarah lived with her mother and father. Her older brother and sister were at university. 
Mr Smith worked as a Scientist, her mother as a Biology teacher. Sarah reported a 
reasonably happy childhood. She was bullied at secondary school between the ages 13- 
14, but now had a good set of friends. She had been with her boyfriend, Tom, for several 
years. She was studying for ATevels and was hoping to go to University. She reported a 
difficult relationship with her sister, who also had been previously diagnosed with AN.
Initial investigations
Sarah’s symptoms were consistent with a diagnosis of AN, binge-purge sub-type as per 
the DSM-IV. Sarah had significantly high scores on the SEDS. The silhouette judgement 
measure indicated a distorted body image. Sarah obtained a score of 28 on the BDI 
(moderate depression) and 6 on the BAI (minimal anxiety).
Formulation
Sarah’s AN was considered within a schema-focused framework. It was hypothesised 
that Sarah had developed early maladaptive schemas (EMS) that included: 
defectiveness/shame, emotional inhibition, failure to achieve, insufficient self-control and 
unrelenting standards.
Predisposing factors
It was hypothesised that Sarah’s parents placed high standards on Sarah at an early age, 
and she started to associate love with achievement and perfection. Sarah may have 
developed a belief that she was not good enough or defective, and that if her parents ever 
realised, they would reject her. She may have compensated for these beliefs through a 
drive for perfection. These ideas were subsequently reinforced by her parents’ reactions 
to her older siblings. They favoured her older brother, who was a successful student, 
whilst regarding her older sister as ‘broken’.
Summary o f  Case Report -  Specialist Placement
Precipitants
Sarah started to feel increasingly concerned about her weight, when she started seeing her 
boyfriend. It was proposed that this new relationship triggered Sarah’s schemas 
regarding defectiveness and unrelenting standards. She may have feared that Tom would 
see her imperfections and reject her. Sarah was also approaching her ATevels, which 
may have triggered her schema further. More distal triggers included Sarah being bullied 
at school.
Maintaining factors
It is hypothesised that Sarah’s schema were maintained through cognitive distortion and 
self-defeating behavioural patterns. She believed herself to be fat and associated 
perfection and success with thinness. Sarah repeatedly looked for evidence to support her 
beliefs. She checked her weight and shape regularly, compared herself to unrealistic 
images, and diminished real achievements. Sarah used binge-eating and vomiting to 
avoid difficult emotions associated with schema activation. Compensatory schema may 
have included further activation of the unrelenting standards schema to counteract 
feelings of defectiveness and fear of being rejected.
Action plan
It was proposed that Sarah receive a multidisciplinary and multi-stage intervention 
programme, involving psychological, psychiatric, dietetic, medical (GP), and community 
mental health input including allocation of a care co-ordinator.
Intervention
Intervention consisted of 12, one-hour individual sessions. In general, intervention 
followed three key stages, starting with motivational work, then externalising the problem 
using narrative techniques, and finally schema-focused interventions. All sessions 
involved a review of Sarah’s eating behaviours.
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Motivational work and externalising
At assessment, Sarah appeared to be at the pre-contemplation stage, with little insight into 
her disorder and no particular wish for change. During intervention, she appeared to 
move between the contemplation, preparation and action stages. Sessions considered 
motivation throughout the intervention.
‘Externalising’ is a technique used in narrative therapy to help separate the client’s 
identity from the problem. Extemalisation was used throughout Sarah’s intervention, 
with Sarah choosing to call the AN “the monster”. Sarah reported that the monster was 
very controlling and tricked her into believing that she would be happier if she was 
thinner.
Schema-focused intervention
To identify EMS, sessions focused on events happening in Sarah’s current life that caused 
distress or appeared related to dysfunctional eating behaviours. These were explored in 
detail to obtain further information on possible EMS. Sarah was also asked to keep a 
thoughts diary to help monitor thoughts and feelings resulting from activated schema. 
Sarah was also asked to consider her binge-eating in detail to identify specific triggers 
and patterns of behaviours. Schemas were also explored using the therapeutic 
relationship. Schema maintenance processes were also identified and schemas challenged 
using a number of techniques, including schema continuums, critical evaluations of the 
evidence, use of imagery and role play, and behavioural experiments. A number of 
schemas were identified including: defectiveness, unrelenting standards, social isolation 
and subjugation of emotions and needs, which were incorporated into a revised 
formulation.
Outcome & prognosis
Sarah continued to present with eating disordered behaviours. However, they were less 
frequent and severe than at assessment. Sarah’s BMI increased to 19.2, which was no 
longer within anorectic range. However, she remained relatively ambivalent towards the 
AN, and thus her prognosis was uncertain.
96
Summary o f  Neuropsychological Case Report -  Older People Placement 
OLDER PEOPLE PLACEMENT
A neuropsychological assessment of an 80-year-old gentleman presenting with 
memory problems
Referral
Mr Smith, an 80-year-old, white, British gentleman, was referred by a Consultant 
Physician of Elderly Medicine to the Older Adults Service, for a detailed 
neuropsychological assessment for short-term memory problems.
Presenting Problem
Mr Smith reported a number of problems with short-term memory, including rapid 
forgetting of information. He also forgot where to put things in the kitchen. His wife 
confirmed that she often had to repeat herself and indicated that her husband was 
increasingly reliant on her to remember things. Mr Smith reported that other aspects of 
cognitive functioning, such as attention, were unchanged.
Assessment
The assessment comprised neuropsychological interviews of Mr Smith and his wife. This 
was followed by neuropsychological testing of Mr Smith over three, weekly sessions.
History of presenting problem
Mr Smith was unsure as to when his memory had begun to deteriorate and relied on the 
information provided by his wife. Mrs Smith first noticed a change shortly after Mr 
Smith underwent a routine knee operation. Whilst the operation itself passed without 
problems, several hours later, Mr Smith lost consciousness for several minutes, which 
was attributed a transient ischemic attack (TIA).
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Previous Assessment
Mr Smith’s referrer reported that Mr Smith had scored 27/30 on the Mini Mental State 
Exam, falling above the cut-off level, indicating no significant cognitive impairment. No 
other formal assessment of memory had been performed.
Literature Review & Hypotheses
The following possible factors in Mr Smith’s presentation were considered: the effects of 
damage due to cerebrovascular disease, such as a stroke or TIA; hypoxic damage; 
dementias, including dementia of the Alzheimer’s type and cerebrovascular dementia; 
and depression.
Tests administered
Pre-morbid intellectual ability: 
Global cognitive functioning: 
Immediate and delayed memory: 
Executive function:
Depression:
Wechsler Test of Adult Reading (WTAR) 
Wechsler Adult Intelligence Scale -  III (WAIS-III) 
Rivermead Behavioural Memory Test (RBMT) 
Hayling and Brixton Tests 
BASDEC
Presentation during assessment
Mr Smith presented as well-dressed and co-operative throughout. His speech was clear 
and fluent. His mood appeared good. Mr Smith was orientated in time and space. He 
appeared more relaxed with verbal tasks. He often asked for longer verbal instructions to 
be repeated. He also demonstrated other memory problems in his daily tasks.
Findings
Estimated Premorbid Intellectual Functioning
The results of the WTAR indicated that a 95% confidence interval, Mr Smith’s pre­
morbid intellectual functioning would have been within the average to very superior- 
average range.
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Global cognitive functioning -  WAIS-III
Mr Smith’s overall cognitive functioning was within the high-average range. He 
performed significantly better on verbal tasks than on performance tasks. There was 
noticeable scatter on the performance subtests. Mr Smith performed within the high- 
average range for verbal comprehension, and within the superior range for working 
memory subtests. On the arithmetic subtest, Mr Smith found it difficult to remember 
longer verbal instructions. For perceptual organisation, Mr Smith scored within the high- 
average range, however, he appeared to have difficulty integrating pieces. Mr Smith’s 
processing speed was significantly lower than other indices, approaching the low-average 
range.
Memory: RBMT
Overall, Mr Smith scored well below average for his age group. He was impaired on 9 
out of 11 subtests, indicating that most aspects of memory measured, including immediate 
and delayed visual and verbal memory, orientation and prospective memory, were 
affected.
Executive function
Mr Smith scored within the impaired range on the Hayling subtests. On the Brixton Test 
for rule attainment and flexibility, the results indicated that Mr Smith scored within the 
‘good’ range.
Depression: BASDEC
Mr Smith obtained a score of 0 on the BASDEC, indicating that he was not depressed. 
Discussion
Overall, the results from the WTAR and WAIS-III indicated that Mr Smith’s general 
cognitive ability was within the average to high-average range for his age group. 
However, a number of exceptions were noted. Mr Smith performed better on visual 
conceptualisation and reasoning subtests than subtests that required the integration of
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pieces to make a design or picture. This combined with his strategy of putting pieces 
together, indicated that Mr Smith may have had difficulties with visual-spatial 
organisation or executive function. Despite good attention, Mr Smith’s processing speed 
fell well below his general level of functioning.
The RBMT confirmed almost globally impaired memory for Mr Smith’s age. Mr Smith’s 
memory impairment was even more pronounced in light of higher than average intellect, 
attention, working memory and verbal ability. It became clear during assessment that 
onset of memory-loss had not been as sudden as first reported. Additional information 
also supported a more progressive decline and indicated more widespread memory 
impairment. The results also indicated that some aspects of executive function may have 
been impaired. Mr Smith did not appear to be depressed.
Conclusion
The results indicated that Mr Smith was experiencing almost global, immediate and 
delayed memory loss, with signs of longer-term memory problems. Memory loss 
affected verbal and visual domains, as well as orientation and prospective memory. 
Memory loss was sufficient to cause significant problems in Mr Smith’s day-to-day life, 
and he was heavily reliant on his wife for support. Of particular importance was the 
indication that memory problems had been noticed prior to Mr Smith’s operation. Other 
cognitive impairments included reduced processing speed and possible executive 
dysfunction. These results suggested a slow and more progressive decline in memory 
problems, with other aspects of cognitive functioning also being affected. The results 
were not consistent with the neuropsychological profiles of hypoxia, focal brain injury, 
CVA, or depression. The results were, however, consistent with the neuropsychological 
profile of dementia, specifically DAT.
Outcome
The results were fed back to Mr Smith and his wife, in terms of cognitive strengths and 
weaknesses, the impact these may have on everyday functioning and strategies to manage
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memory problems. The results were also discussed with the referrer who concluded that 
a diagnosis of possible DAT was likely.
Critique
Trainee lacked experience with neuropsychological assessments. The RBMT has some 
weaknesses, including a restricted scoring-range, reducing sensitivity to extremes of 
memory functioning. An alternative measure is the Wechsler Memory Scale-Third 
Edition. The assessment could also have further investigated executive function.
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ADULT MENTAL HEALTH PLACEMENT
Service type: Specialist Psychology Service -  Recurrent depression and OCD clinics 
Placement dates: October 2001 -  March 2002 
Number o f days on placement: 65.5
Outline o f  placement
This placement was based in an outpatient service, working within an integrated specialist 
psychology team, comprising: clinical psychologists, psychoanalytic psychotherapists, 
family therapists and health psychologists. Referrals from psychiatry and the CMHT.
Type o f  work undertaken
Psychological intervention was primarily through the CBT model, but behavioural 
approaches were also used. Presenting problems included: recurrent depression, social 
phobia, panic attacks, obsessive compulsive disorder, anger problems, sexual abuse, and 
sexual/relationship difficulties. Also observation of supervisors & other professionals 
working with clients with personality disorders, alcohol problems, HIV and psychosis. 
Total number o f clients seen: 22 contacts; solo work: 7 clients
Total number o f assessments: 9 Total number o f  interventions: 1
Meetings, visits and observations
Departmental and clinical meetings to discuss organisational and client issues. Ward 
rounds at inpatient psychiatric unit as observer, including CPA reviews. Visited a day 
treatment centre and occupational rehabilitation centre for people with severe and 
enduring mental health problems.
Courses and training
Departmental seminars on National Health Service policy and mental health problems. 
Research and organisational work
Literature reviews of depression, OCD and other mental health problems.
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LEARNING DISABILITY PLACEMENT
Service type: Community Learning Disability Team (adults)
Placement dates: April 2002 -  September 2002 
Number o f days on placement: 63
Outline o f placement
This was based in an outpatient service working within a multidisciplinary team, 
including psychiatrists, occupational therapists, speech and language therapists, and 
CPNs. The service had close links with Social Services.
Type o f work undertaken
Psychological intervention primarily comprised the behavioural approach, including 
applied behavioural analysis. Also CBT and intensive interaction. Levels of disability 
ranged from mild to severe. Presenting problems included: challenging behaviour, 
autism, dementia in Down’s syndrome, and epilepsy. Concurrent mental health problems 
included: psychosis, anxiety, and problems associated with sexual abuse. Use of a 
number of standardised psychometric assessments. Co-facilitated a sex-education group. 
Total number o f clients seen: ' 21 contacts (inc. group of 10); solo work: 6 clients
Total number o f assessments: 20 (inch group) Total interventions'. 5
Meetings, observations and visits
Multidisciplinary meetings & monthly peer supervision meetings. Meetings with carers. 
Visits to day services. Attended a music therapy session.
Courses and training
Trust-wide seminar covering various issues including sexual abuse and sexual behaviour. 
Teaching and presentations
Staff training session to 5 carers about one client. Client presentation at group 
supervision meeting. Joint presentation of participation in county fun day for people with 
learning disabilities.
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CHILD AND YOUNG PEOPLE PLACEMENT
Service type: Child and Adolescent Mental Health Team 
Placement dates: October 2002 -  March 2003 
Number o f  days on placement: 58
Outline o f  placement
This was based in an outpatient clinic attached to an acute hospital trust, working within a 
multidisciplinary team including clinical psychologists, psychiatrists, family therapists, 
CPNs, and art therapists. The team also had close links with the children’s wards of the 
hospital, educational psychologists and Social Services.
Type o f work undertaken
CBT, systemic, behavioural and attachment approaches were used on an individual basis 
and with families. Ages of clients ranged from 4 Vi to 18. Presenting problems included: 
developmental delay and behavioural problems, panic disorder, needle phobia in a child 
with diabetes, war-related PTSD, depression and social phobia. I also participated in 
family therapy sessions as part of the reflective team and carried out a number of 
psychometric assessments.
Total number o f clients seen: 11 contacts; solo work: 8 clients
Total number o f  assessments: 8 Total number o f interventions: 8
Meetings, observations and visits
Psychology meetings, the Psychodynamic group meeting, client reviews and discharge 
meetings. Visited the children’s ward and the Tier Two Primary Mental Health team. 
Observed multidisciplinary assessment at the Child Assessment Centre for children with 
developmental delay.
Courses and training
Attended the following training events: the role of Play Specialists at the children’s ward; 
art therapy for mental health problems; the education system and role of education 
professionals; child protection; and organisational systems within child services.
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SPECIALIST EATING DISORDERS PLACEMENT
Service type: Eating Disorder Unit 
Placement dates: April 2003 -  September 2003 
Number o f days on placement: 61
Outline o f placement
This was based in a day-patient and outpatient clinic working within a multidisciplinary 
team including clinical psychologists, psychiatrists, dietitians and nurses. The team also 
had close links with CMHTs, Social Services and inpatient services.
Type o f work undertaken
CBT, schema-focused, narrative, psychodynamic and motivational interviewing 
approaches were used. Presenting problems included: Bulimia Nervosa, Anorexia 
Nervosa (restrict and binge/purge types), Eating Disorders Not Otherwise Specified 
(EDNOS) and Binge-eating disorder. Clients also presented with significant co­
morbidity, including: depression, suicidal ideation, panic attacks, and borderline 
personality disorder. Lead-facilitated a weekly ‘circle time’ group for day patients.
Total number o f clients seen: 12 contacts; solo work: 6 outpatients, 1 day-patient
Total number o f  assessments: 3 Total number o f interventions: 1
Meetings, observations and visits
Weekly MDT departmental and clinical meetings. Multidisciplinary reviews and CPA 
meetings, some with family members. Meetings with care-co-ordinators and 
psychiatrists. Visited a specialist inpatient eating disorder unit.
Courses and training
BPS Faculty of Eating Disorders meeting in London. Team seminars and presentations. 
Teaching and presentations
Presentation on behalf of the Eating Disorder Service to the SW Graduate Psychologist 
group.
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OLDER PEOPLE PLACEMENT
Service type: Elderly and Stroke Wards 
Placement dates: October 2003 -  March 2004 
Number o f days on placement: 58
Outline o f placement
This was based in an inpatient stroke unit and elderly ward. Outpatients were also seen. 
The MDT included clinical psychologists, psychiatrists, nurses, SHOs, occupational 
therapists, and physiotherapists.
Type o f work undertaken
REBT, CBT, behavioural, and bereavement counselling approaches were used. Clients’ 
ages ranged from 69 to 90. Presenting problems included: depression, anxiety, 
bereavement, adjustment to stroke or other physical disability, aphasia, short-term 
memory loss, other cognitive impairment, post-stroke emotional lability, delusions, and 
possible dementias (Alzheimer’s and frontal-temporal type). A number of 
neuropsychological assessments were also carried out. Lead-facilitator of Reminiscence 
Group for Alzheimer’s Society.
Total number o f clients seen: 18 contacts (incl. group); solo work: 12 clients
Total number o f assessments: 12 Total number o f interventions: 7
Meetings, observations and visits
Departmental and clinical meetings. Weekly multidisciplinary meetings on Stroke unit. 
Patient case conference. Visited nursing home for older people and Day Assessment 
Service. Alzheimer’s Society day centre. Observed neuropsychological assessments.
Courses and training
Presentation on fear of falling. Training session on new NHS literature search engine. 
Teaching and presentations
Client presentations to Psychology team. Presentation of neuropsychological assessment 
at a meeting attended by psychologists from another older adults service.
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SPECIALIST PLACEMENT: DIRECT ACCESS/PRIMARY CARE
Service type: Primary care adult mental health 
Placement dates: March 2004 -  September 2004 
Number o f  days on placement: on-going
Outline o f placement
This placement was based in an outpatient service and GP surgery, working within an 
integrated specialist psychology team, comprising: clinical psychologists, psychoanalytic 
psychotherapists, family therapists and health psychologists.
Type o f work undertaken
CBT and behavioural approaches were used. Presenting problems included: depression, 
anxiety, panic disorder, agoraphobia and anger management problems. I also lead- 
facilitated a depression group.
Total number o f clients seen: to be confirmed
Total number o f assessments: Total number o f interventions: to be confirmed 
Meetings, observations and visits
Attended team briefings, clinical governance meetings and referral meetings. Also 
attended Family Therapy referral meetings. Observed a number of family therapy 
sessions. Attended Service away-day. Visited CMHT. Meetings with Clinical Director 
to discuss job-role andNHS strategy.
Courses and training
Seminars on transition from child to adult mental health services, depression in people 
with diabetes, family therapy, agenda for change.
Research
My major research project was carried out within this service. I am intending to present 
project findings to service in September.
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ABSTRACT
The current study develops previous research from organisational psychology on the 
relationship between unmet expectations and satisfaction. In particular, it considers 
whether expectations of trainee clinical psychologists (trainees) with respect to 
supervision differ to what they experience on clinical placement. Furthermore, it 
considers whether the discrepancy between expectations and experience is related to 
satisfaction of supervision and overall job satisfaction. 53 trainee clinical psychologists 
from a University completed questionnaires, which measured personal expectations of 
supervision, and current or most recent experiences of supervision. In addition, trainees 
were asked to rate how satisfied they were with supervision and their placement. The 
results indicated that trainees’ expectations of supervision were higher than their current 
experience of supervision. Furthermore, consistent with previous research, the difference 
between expectations and experience was significantly related to both satisfaction of 
supervision and placement. The results are discussed in relation to previous research and 
implications for supervision for clinical psychology trainees.
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INTRODUCTION
Supervision on placement is consistently regarded as the cornerstone of clinical training 
(e.g. Pratt, 1999; Hawkins & Shohet, 2000), performing a number of critical functions for 
the trainee clinical psychologist (trainee), and ultimately the profession as a whole. 
Supervision provides a forum for clinical and theoretical learning, and essential support 
for trainees during a stressful time (Pratt, 1999). Furthermore, good supervision and 
training is an essential factor in ensuring quality of service, accountability, and continuing 
professional development within the NHS (Milne & James, 1999). Pratt (1999) argued 
that “the relationship between a trainee and supervisor can often be the difference 
between a good and bad experience on placement” (pp: 46). This suggests that poor 
supervision may impact on a trainee’s competence and well-being, and possibly 
determine long-term career choices.
Whilst literature consistently supports the importance of supervision in therapeutic 
professions, there remains much debate with respect to what supervision ought to consist 
of, or what ‘good’ supervision is. Furthermore, much of the research of supervision has 
focussed on counselling and psychotherapy supervision, rather than supervision of trainee 
clinical psychologists (Milne & James, 1999). Guidelines for supervisors of trainees have 
been produced by professional bodies (e.g. BPS/DCP 1995; 2001). However, Milne & 
James (1999) argued that there was insufficient evidence on which to base such 
guidelines, as few studies have asked trainees what they would like from supervision. 
Consequently, such guidelines may only reflect professional standards and the views of 
qualified practitioners and academics, rather than explicit needs of trainees.
Ultimately, trainees are likely to have their own personal expectations regarding 
supervision, and come into training with highly differential experiences and needs 
(Cheshire, 2000). However, these needs and expectations have only recently been studied 
and are still not fully understood. Pratt (1999) found that consistent with professional 
guidelines, trainees wanted guidance with theory-practice links and formulation,
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constructive feedback, and the opportunity to observe their supervisor with clients. 
However, they also wanted emotional support, and the opportunity to safely discuss ideas 
and anxieties. Trainees considered the trainee-supervisor relationship to be a two-way 
process, whereby supervisors are open to new experiences and conscious of appropriate 
workloads and power imbalances. Similarly, Ley & Jeffery (2002) found that trainees 
wanted supervisors to be approachable, aware of the trainee’s abilities, and be able to 
acknowledge their own mistakes. This suggests that in addition to the practical and 
professional qualities recommended by professional guidelines, trainees want a positive 
and empathic relationship with their supervisors, whereby supervisors are sensitive to 
their anxieties and lack of experience (Davies, Salmon & MacDonald, 2000).
However, this relationship comprises a complex interplay between power and support, 
professional and personal issues (Wellings, 2000), and inevitably many trainees will 
experience difficulties at some time in their training. Furthermore, personal experience 
suggests that the quality of supervision remains variable, and, in reality, supervision may 
not always meet the expectations or needs of trainees.
Research indicates that such expectations play an important role in determining well­
being and satisfaction. In particular, organisational psychology literature has long 
recognised the importance of met expectations in relation to employee satisfaction 
(Wanous, Poland, Premack & Davis, 1992). Furthermore, research also indicates that met 
expectations reduce stress in aversive situations (e.g. Arthur, 1986). Porter & Steers 
(1973, as cited in Wanous et al. 1992) defined met expectations as the difference between 
what one expected to experience in employment and what one actually experiences. It 
was argued that when expectations are not met, individuals are more likely to be 
dissatisfied and leave employment. The more realistic their expectations, the more 
satisfied a person is with their job. Whilst research is limited, there is growing evidence 
in the domain of organisational psychology to support this model. For example, in a 
review, Wanous et al. (1992) found that met expectations were related to job satisfaction,
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commitment, intent to remain in employment, and job survival. Furthermore, there was a 
modest relationship with job performance.
There has, however, been very little research with respect to expectations of health or 
therapy professionals. Several studies have found that increased stress in medical 
students was related to discrepancies between expectations of training and real 
experiences (Strayhom, 1989). Bailey (1990: cited in Bush, Powell & Herzberg, 1993) 
researched job satisfaction in occupational therapists, and found that a significant cause of 
leaving the profession was unmet expectations. With respect to clinical psychology, there 
appears to have been no direct studies of met expectations of trainees. This may have 
important implications, both in providing adequate support to trainees and also ensuring 
that they complete training and stay within the profession. The current study therefore 
considers the extent to which clinical supervision meets the expectations or needs of 
trainees. Furthermore, it considers whether discrepancies between expectations and what 
trainees experience with respect to supervision on placement, is related to overall 
satisfaction of supervision and job satisfaction.
It is hypothesised that clinical psychology trainees’ expectations of supervision will be 
different to what they actually receive. Furthermore, this difference will be related to the 
overall satisfaction of current supervision and job satisfaction.
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METHOD
Design
The study comprised a survey design involving a single group of trainee clinical 
psychologists with four outcome measures: trainees’ personal views of what aspects of 
supervision is important to them, i.e. their expectations; quality of supervision received 
on their current or most recent placement; overall satisfaction of supervision; and overall 
job-satisfaction whilst on placement.
Participants
Participants comprised trainees from years one to three of the Doctorate in Clinical 
Psychology at a University. Questionnaires were sent to 63 trainees, of which 53 returned 
completed questionnaires, representing a response rate of 84%. 41 questionnaires were 
returned within the first week, and 12 returned after a follow-up email sent to all trainees. 
Final participants consisted of 44 women & 9 men, aged between approximately 23 and 
40 years.
Materials
Questionnaire design
A short questionnaire was designed for the purpose of this study, comprising three 
sections (refer Appendix II). The first section aimed to measure the trainee's 
expectations o f supervision. It comprised 28 statements reflecting various qualities of 
supervisors, derived from a number of sources including: previous literature on 
supervision (e.g. Pratt, 1999; Milne 1994; Gallagher & Brosnan, 2001); the current 
British Psychological Society Guidelines (BPS/DCP 1995; 2001); the University’s 
Clinical Psychology handbook, and the views of a small focus group comprising three 
trainee clinical psychologists not participating in the final study. The response format
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consisted of a Likert-type scale, whereby participants were asked to rate how important 
each statement was to them on a scale of 1 (not important) to 5 (very important).
The second section aimed to measure the trainee’s actual experience o f supervision, either 
on their current or most recent placement. This section used the same 28 statements as 
the first section, with some statements worded slightly differently to identify current 
experience rather than expectations, as follows:
Section one: Section two:
Expectations of supervisor Current experience of supervisor
It is important to ME that a supervisor: My current (most recent) supervisor:
Is committed to clinical training and being a Is committed to clinical training and being a
supervisor supervisor
Is knowledgeable of the trainee’s work with clients Is knowledgeable of my work with clients
The response format consisted of a Likert-type scale, whereby participants were asked to 
rate how much they agreed with each statement on a scale of 1 (strongly disagree) to 5 
(strongly agree).
The final section comprised two scales, whereby participants were asked to rate their 
overall satisfaction of supervision on their current or most recent placement, and their 
satisfaction with the placement in general, on a scale of 1 (not satisfied) to 10 (very 
satisfied). There was also space for participants to record any additional comments 
regarding supervision. The questionnaire took approximately five minutes to complete.
Procedure
Questionnaires were sent to every trainee in years 1-3 of the Doctorate in Clinical 
Psychology course, accompanied by an information sheet (Appendix III) and consent 
form (Appendix IV). The year of participant was recorded on the top of each 
questionnaire for use in analysis. Participants were asked to read each statement and
116
Service Related Research Project
circle the number, which best described their answer. They were given two weeks to 
complete and return the questionnaire to a box in the trainees’ room. In order to maintain 
confidentiality, participants were given two envelopes in which to return documents: a 
smaller one for the consent form, and a larger one for the questionnaire. Participants 
were asked to place the envelope with the consent form inside the larger envelope with 
the questionnaire. On return, the two envelopes were separated, thus ensuring participant 
anonymity was maintained. A record was maintained of those who had returned the 
consent forms. After one week, an email was sent to all trainees, to remind them to return 
the questionnaire.
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RESULTS
The results were analysed using the computer package SPSS for Windows, version 11. 
As data comprised interval scores, data were analysed using non-parametric statistical 
analysis, specifically Spearman’s correlations.
Preliminary analysis involved calculating overall scores for expectations o f supervision, 
and quality o f supervision received, for each participant. Descriptive statistics indicated 
that trainees’ personal expectations of supervision (mean: 120.8; SD: 8.75) were higher 
than their ratings of supervision experienced on placement (mean: 112; SD: 18.51), as 
illustrated in the following graph (Figure 1). Furthermore, this trend occurred across all 
three years o f training, although the difference between expectation and experience 
narrowed as training progressed.
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Figure 1 Graph showing mean scores for expectations and experience of supervision for each year of 
training.
With respect to satisfaction scores, the descriptive statistics indicated that participants 
were relatively consistent with respect to satisfaction with supervision (mean: 7.7; SD: 
2.0) and placement (mean: 7.5; SD: 1.8). Furthermore, in general, the majority of
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participants were reasonably satisfied with supervision and their placement, scoring 
above 5. A breakdown of scores is shown graphically in Figure 2.
Satisfaction with supervision Satisfaction with placement
Figure 2 Pie charts of breakdown of satisfaction scores (1 -1 0 )  for supervision and placement.
Overall scores of expectations and experience of supervision tend to generalise or hide 
differences between related items for expectations and experience, as indicated on the 
questionnaire. Consequently, further investigation used pairwise analysis of differences 
between related expectations and experience statements. Furthermore, in order to 
accurately determine that magnitude of differences, absolute differences were used for 
this analysis. Analysis considered the relationship between the difference between 
expectations and experience (expectation-experience difference) with satisfaction with 
supervision and placement.
The descriptive statistics indicated that using pairwise analysis, expectations continued to 
exceed experience (mean difference: 21.2, range 1 to 67). In addition, there was a 
significant, negative correlation between the expectation-experience difference and 
satisfaction of supervision (rs = -0.66, p < 0.001). There was also a significant, negative
correlation between the expectation-experience difference and satisfaction of placement 
(rs = -0.52, p < 0.001). This suggests that the difference between personal expectations of
supervision and actual supervision received is related to both satisfaction of supervision
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and of placement. As the difference between expectations and experience increases, 
satisfaction decreases. These relationships are demonstrated in the following graphs 
(Figure 3).
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Figure 3 G raphs to show relationship between mean differences and satisfaction of supervision, and 
satisfaction of placement
Reliability of questionnaire
As the questionnaire was designed specifically for the current study, its internal reliability 
and consistency was analysed using Cronbach’s alpha reliability coefficient. Reliability 
coefficients were produced for both sections of the questionnaire and are as follows: 
expectations for supervision (alpha = 0.85), supervision on current/most recent placement 
(alpha = 0.95). This indicates that both parts of the questionnaire have internal 
consistency. It should be noted that these figures are provided for information only, as 
the questionnaire was not used as an overall measure of satisfaction or experience of 
supervision.
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DISCUSSION
The current study further developed research carried out in the field of occupational 
psychology to consider the importance of trainee clinical psychologist’s (trainees) 
expectations with respect to supervision. Supervision is often considered a critical part of 
clinical training and whilst guidelines and literature often discuss what good supervision 
should consist of, it is likely that trainees will have their own expectations and values 
(Cheshire, 2000). The current study considered whether trainees’ expectations are met in 
clinical practice, and what impact unmet expectations may have on satisfaction of 
supervision and placement. Porter and Steers (1973: cited in Wanous et al. 1992) argued 
that when expectations are not met, individuals are more likely to be dissatisfied with 
their employment and therefore more likely to leave employment. It was therefore 
hypothesised that where expectations of trainees with respect to supervision are not met, 
trainees are more likely to be dissatisfied with both supervision in general, and their 
placement.
The results indicated that the overall expectations of trainees with respect to supervision 
were greater than their rating of supervision in their current or most recent placement. 
This was further supported by pairwise analysis, where differences between expectations 
and experience on specific related items of the questionnaire were identified. These 
results suggest that trainees’ experience of supervision does not adequately meet their 
personal requirements or expectations of supervision. This in itself may have important 
implications for the profession. In particular, existing guidelines with respect to 
supervision may not adequately incorporate the specific requirements of trainees, and 
further research is needed to clearly identify these needs (Milne & James, 1999).
Preliminary analysis of differences between year groups indicated that as training 
progresses, the difference between expectations and experience converges. This is 
consistent with previous research, which has found that trainees’ views of clinical 
practice, including supervision, change as experience increases (e.g. Chesire, 2000).
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Trainees’ expectations may become more realistic, whilst experience of supervision 
becomes more positive, possibly as trainees become increasingly experienced with the 
supervision process. Small sample sizes did not allow detailed analysis of this trend; 
however, further research should consider how trainees’ expectations change as their 
skills develop.
The results also indicated that trainees were more likely to be satisfied with supervision 
and their placements than dissatisfied. In particular, over 60% of trainees rated their level 
of satisfaction for both supervision and placement as 8 or more. However, clearly some 
trainees were not satisfied with either supervision or placement, with approximately 11% 
scoring less than 5 for satisfaction of supervision, and 8% for satisfaction of placement.
Consistent with previous research, the results also indicated that the difference between 
expectations and experience with respect to supervision was related to satisfaction with 
supervision and placement. In particular, the greater the difference between expectations 
and experience, the more likely trainees were to be dissatisfied. Whilst correlation 
studies do not determine cause, these results indicate that unmet expectations may be an 
important factor in determining overall satisfaction of trainees.
The unmet expectations theory implies that the greater the difference between 
expectations and experience, the greater the level of dissatisfaction. This is irrespective 
of whether experience is better or worse than expectations. Analysis for the current study 
considered absolute differences between expectation and experience, and therefore did 
not account for whether expectations were greater or less than experience. 
Notwithstanding this, a prima facie review of scores indicates that where supervision was 
better than expectations, satisfaction was higher, and when experience was worse than 
expectations, satisfaction was low. However, further studies are necessary to clarify this 
relationship.
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These results indicate that where expectations of supervision are not met, trainees may 
become dissatisfied with their current supervisor and placement. Previous research 
indicates that unmet expectations are also related to increased anxiety (e.g. Arthur, 1986), 
reduced job commitment, and increased risk of people leaving their profession altogether 
(e.g. Wanous et al., 1992). It therefore appears important to gain a clearer understanding 
of what trainees expect from clinical supervision, and also how far supervision goes to 
meeting these expectations. Furthermore, these expectations should be fed back to both 
course facilitators and supervisors of trainees, so that they can be incorporated into 
current practice. Similarly, guidelines should not only reflect the ideas of qualified 
clinicians and academics, but also those of trainees. It may also be useful to provide 
trainees with a better understanding of the purpose of supervision and the role of a 
supervisor at the start of training, in order to facilitate more realistic expectations, and 
thus mitigate disappointment and dissatisfaction.
There are a number of limitations to the current study; in particular, the small sample and 
the use of trainees from one course, limits the generalizability of these results. 
Furthermore, there are a number of weaknesses with the questionnaire, for example, items 
were derived from current literature and guidelines, and a small focus group. As 
discussed above, existing literature may not accurately reflect trainees’ needs and 
research has been limited. In addition, the small focus group is unlikely to accurately 
reflect universal expectations.
For the expectations questionnaire, there was a response bias towards the higher end of 
the scale, whereby the majority of participants agreed that statements were important. 
This section may therefore not accurately record trainees’ personal expectations. The 
impact of this, however, was reduced using pairwise analysis, which identified specific 
differences on related items, rather than using the questionnaire as an overall measure of 
these factors. Notwithstanding this, further research is needed to accurately reflect the 
personal expectations of trainees with respect to supervision.
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Supervision continues to be a critical forum for learning, personal development and 
support for both trainees and qualified clinicians. However, despite this pivotal role 
within the helping professions, it is still not clearly understood what trainees expect and 
need from supervisors, to provide them with adequate support. Furthermore, a 
generalised view of supervision may not be sufficient, and as the current study attempts to 
show, it is important to understand individual expectations and needs. Without this 
understanding, trainees new to the profession may experience increased dissatisfaction 
and anxiety, at an already challenging time.
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APPENDIX I  Approval from University Ethics Committee
Dear Ms
The supervision of trainee clinical psychologists: Does supervision meet 
the expectations of trainees and is this related to overall satisfaction? 
fACE/2002/09/Psvch)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol (and the subsequent information supplied) and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. 
For your information, and future reference, these Guidelines can be downloaded from 
the Committee’s website at http://www .ac.uk/' ,/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2002/09/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Advisory Committee on Ethics: 18 April 2002
Date of expiry of approval by the Advisory Committee on Ethics: 17 April 2007
Please inform me when the research has been completed.
Yours sincerely
Secretary, University Advisory Committee on Ethics
cc: Chairman, ACE
Supervisor, Dept of Psychology
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APPENDIX H Questionnaire
PschyD Service Related Research Project
Supervision is a unique experience for everyone and trainees want different things from their supervisor. Some 
things are less important than others. The following statements reflect what you m, 
supervision. Please indicate how important each statement is to YOU by circling
ht want from clinical 
relevant answer.
It is important to ME that a supervisor:
Is committed to clinical training and being a supervisor
Has sufficient and relevant clinical experience o f different models, assessments, 
formulations and interventions
Is knowledgeable o f BPS guidelines
Is aware o f broader professional, statutory and ethical issues
Is available and accessible to the trainee, and arranges an alternative supervisor 
when absent
Suggests appropriate clients to the trainee, which are suited to the trainee's 
level o f competence and time on placement
Is knowledgeable o f the trainee's work with clients
Ensures that the trainee has sufficient time to review work, think about cases 
and for relevant reading
Provides weekly structured, one-to-one supervision sessions
Ensures that supervision sessions are at agreed times and for fixed duration
Is approachable
Is enthusiastic and encouraging
Is supportive and empafhic
Is non-directive, flexible, and allows the trainee independence
Explains his/her expectations o f the trainee
Provides constructive, timely and sensitive feedback
Provides a structured programme of learning and relevant literature
Is aware o f the trainee's learning needs and course requirements
Allows the trainee to observe his/her sessions with clients
Observes the trainee's sessions with clients
Guides trainees in theoiy-practice links, assessment, formulation, and 
intervention.
Encourages open discussion and critical evaluation
Encourages the trainee to explore their own ideas and be creative
Respects the trainee's own perspective and orientation
Provides a safe and confidential place for the trainee to discuss anxieties and 
emotions regarding clinical work, training and relevant personal issues
Promotes a two-way, collaborative and fair relationship with trainees
Is aware o f power differentials, and personal and professional boundaries
Provides a fair and objective evaluation o f the trainee
Not 
Important 
1 2 3
-----►
.4
Very
Important
5
1 2 3 4 5
1 2. 3 4 5
1 2 3 4 5
1 > 2 . 3 4 ’ 5 •
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 S
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 •;-3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
Cont...
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PschyR Service RelatedResearch Project
This questionnaire considers supervision on your current or most recent placement. Please inidicate how much 
you agree with each statement by circling the relevant answer. If you have just started with a new supervisor 
and are not yet familiar with their supervision style, please complete in relation to your previous supervisor.
Strongly Strongly
My current (most recent) supervisor:
Disagree
1 2 3
w*
4
Agree
5
Is committed to clinical training and being a supervisor 1 2 3 4 5
Has sufficient and relevant clinical experience of different models, assessments 
formulations and interventions, assessments,
1 2 3 4 5
Is knowledgeable o f BPS guidelines 1 2 3 4 5
Is aware of broader professional, statutory and ethical issues 1 2 . 3 4 5
Is available and accessible to me, and arranges an alternative supervisor 
when absent
1 2 3 4 5
Suggests appropriate clients to me, which suit my level o f  competence 
and time on placement
1 2 3 4 5
Is knowledgeable o f my work with clients 1 2 3 4 5
Ensures that I  have sufficient time to review work, think about cases 
and for relevant reading
1 2 3 4 5
Provides weekly structured, one-to-one supervision sessions 1 2 3 4 5
Ensures that supervision sessions are at agreed times and for fixed duration 1 2 3 4 5
Is approachable 1 2 3 4 5
Is enthusiastic and encouraging 1 2 3 4 5
Is supportive and empathic 1 2 3 4 5
Is non-directive, flexible, and allows me to work independently 1 2 3 4 5
Explains his/her expectations o f me 1 2 3 4 ' 5.
Provides constructive, timely and sensitive feedback 1 2 3 4 5
Provides a structured programme of learning and relevant literature 1 2 3 4 5 .
Is aware o f my learning needs and course requirements 1 2 3 4 5
Allows me to observe his/her sessions with clients 1 2 3 4 5
Observes my sessions with clients 1 2 3 4 5
Guides me in theoiy-practice links, assessment, formulation, and intervention 1 2 i 3 4 5
Encourages open discussion and critical evaluation 1 2 3  • 4 5
Encourages me to explore my own ideas and be creative 2 3 4 5
Respects my own perspective and orientation 1 2 3 4 5
Provides a safe and confidential place for me to discuss anxieties and 
emotions regarding clinical work, training and relevant personal issues
1 2 3 4 5
Promotes a two-way, collaborative and fair relationship with me 1 2 3 4 5
Is aware of power differentials, and personal and professional boundaries 1 2 3 4 5
Provides a fair and objective evaluation o f me 1 2 3 4 5
Cont...
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PschyD Service Related Research Project
Please indicate how satisfied you are with your current (or most recent) experience ofsupervision on the following 
scale by circling the relevant number. If you referred to your previous supervisor in the last questionnaire, please 
rate in relation to this experience.
Notsatisfied 1 2 3 4 5 6 7 8 9 10 Very satisfied
Please indicate how satisfied you are working as a trainee on your current (or most recent) placement on the 
following scale by circling the relevant number. If you referred to yourprevious supervisor in the last questionnaire, 
please rate in relation to this experience.
Notsatisfied 1 2 3 4 5 6 7 8 9 10 Very satisfied
Please feelfree to add any other comments you may have regarding what is important to good supervision below. 
However, please do not include your supervisor's name or specific complaints. If you have any concerns regarding 
your supervisor, please contact your clinical tutor.
Thank you for your help.
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APPENDIX III Information Sheet 
Dear Trainee,
I  would be grateful i f  you could help me with my Service Related Research Project, by completing the 
enclosed questionnaire. The project considers whether supervision on placement meets trainees’ 
expectations or requirements, and how this relates to overall satisfaction (see below for further 
information). The questionnaire should only take a few minutes to complete. Unfortunately, time is 
very limited, and I  would therefore appreciate questionnaires being returned as soon as possible, but 
no later than 20th May 2002. Please return to box marked “SRRP Supervision ” in Trainees ’ Room.
Thank you for your helpL
The project
This project considers the supervision o f trainee clinical psychologists at University, whilst on 
placement. It aims to determine what expectations trainees have with respect to the supervision 
process, and how this compares to what they actually receive. The project also aims to determine 
whether differences between expectations and reality are related to overall satisfaction o f  supervision 
and placements.
Implications
The study has a number o f implications for the provision o f clinical supervision for trainees. For 
example, it will help identify what trainees would like to receive from clinical supervision, and areas 
where supervision and professional support can be improved. In addition, it may identify factors 
which contribute to trainees’ well being.
W hat you are asked to do
You are asked to complete a short questionnaire and return it in the envelope provided. Instructions on 
how to complete the questionnaire are provided at the top o f each page. The first page o f  the 
questionnaire asks you what you would like to receive from the supervision process. The second page 
asks you about your current, or most recent, supervision experience. Finally, the questionnaire asks 
how satisfied you are with supervision and your placement. I f  you have any questions, please email 
me: . Alternatively, you can contact my supervisor: on:
Consent
Participation in this study is completely voluntary, and you are free to withdraw at any tim e without 
prejudice. Unfortunately, as I do not ask you to provide your name, it is not possible to withdraw your 
questionnaire from the study once submitted. You are asked to sign a Consent Form to indicate 
your willingness to participate.
Confidentiality
You are not required to give your name or any other personal details. You are also given two different 
envelopes in which to return your questionnaire and consent form, to ensure that the consent form 
cannot be associated with the questionnaire. Please place the consent form in the sm aller envelope 
and seal it. This should then be placed within the larger envelope with the questionnaire. On 
receipt, the two envelopes will be separated. Only general findings will be reported and discussed 
with the course staff.
Note: I f  you are currently having problems with supervision, or any other aspect o f  your placement, 
please contact your clinical tutor as soon as possible.
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APPENDIX IV Consent form
PsychD Clinical Psychology, University of 
Service Related Research Project 
Supervision of trainee clinical psychologists
CONSENT FORM
■ I the undersigned voluntarily agree to take part in the above mentioned study.
■ I have read and understood the Information Sheet provided. I have been given a full 
explanation o f  the nature and purpose o f the study, and what I will be expected to do. I have 
been given the opportunity to ask questions on all aspects o f the study and have understood 
the advice and information given as a result.
■ I agree to comply with any instructions given to me during the study and to co-operate fully 
with the investigator.
■ I understand that all personal data relating to volunteers is held and processed in strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not 
seek to restrict the use o f  the results o f the study on the understanding that my anonymity is 
preserved.
■ I understand that I am free to withdraw from the study without needing to justify  my decision 
and without prejudice. However, I understand that once submitted, it is not possible to 
withdraw my questionnaire.
■ I understand that in the event o f my suffering any significant deterioration in health o f  well­
being caused directly by my participation in the study, compensation will be paid to me by the 
University o f . The amount o f such compensation shall be calculated by reference to
the amount o f damages commonly awarded for similar injuries by an English court i f  liability 
is admitted, provided that such compensation may be reduced to the extent that I, by reason o f 
contributory fault, am partly responsible for the injury. I understand that this offer o f 
compensation does not prevent me from alternatively pursuing the claim on the basis o f 
negligence or strict liability.
■ I confirm that I have read and understood the above and freely consent to participation in this 
study. I have been given adequate time to consider my participation and agree to comply with 
the instructions and restrictions o f  the study.
Name o f investigator
Name o f  volunteer .........................................................................................
(BLOCK CAPITALS)
Signed .........................................................................................
Date
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APPENDIX V Proof of feedback to service
11 .11.02
Department of Clinical Psychology  
School of Human S c ie n c es  
University
Dear
Re: Psychological Therapies Away Day — 6 .11 .02
I would like to write to you on behalf of the 62  peop le who attended this A way  
Day for Psychological Therapies Directorate of
NHS Trust. Your presentation to the group of the results of the survey-you  
conducted on what trainees wanted out of supervision w as excellent. Your 
material w as professional, thought-provoking and very interesting. I am  
delighted that som ebody actually thought to ask  the trainees what they want, 
and by conducting this survey and presenting the results I hope things will 
improve. I hope that your course considers w hether or not it might b e useful 
to give a talk on what happens in supervision prior to future trainees going out 
on their first placem ent. Feedback about the talks has been  excellent.
May I ask  you to put so m e thing on e-mail about it, a s  w e are hoping to collate  
sum m aries of all of the talks to send  to participants and other peop le in v 
Psychological Therapies in order to begin to take forward som e o f t h e ' 
required improvements.
I have copied this to your clinical tutor.
Thank-you o n ce  again!
Best w ishes,
Chartered Clinical Psychologist 
CC t , Clinical Tutor.
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ABSTRACT
The current study considered the role of self-concept in two different mental health 
problems, depression and OCD. Using three measures of self-concept: a multidimensional 
measure, the Tennessee Self-Concept Scale-2 (TSCS:2, Fitts & Warren, 1996b); a self­
discrepancy measure (e.g. Higgins, 1987); and a self-esteem measure (Rosenberg, 1979), the 
study aimed to determine whether such measures could differentiate between people with 
depression, OCD, and people with no mental health problem. A total number o f 60 adult 
participants: 19 with depression, 16 with OCD, and 25 comparisons (age range: 19-60, 22 
males, 38 females), completed the questionnaires.
The results indicated that both the depression and OCD groups reported significantly lower 
self-esteem and more negative total self-concept than the comparison group. There was no 
difference between the depression and OCD groups on either self-esteem or total self- 
concept. There was also a significant main effect of group on the 6 sub-domains of the 
TSCS:2. For the physical, personal, social and work domains, both the depression and OCD 
groups had significantly more negative self-concept than the comparison group. However, 
for the moral and family domains, significant differences were only found between the OCD 
group and the comparison group.
Both the depression and OCD groups obtained significantly more total self-discrepancies 
than the comparison group, but there was no difference between the OCD and depression 
groups. There were also significant differences between the comparison group and both the 
depression and OCD groups for actual-own/ideal-own, actual-own/ought-own and actual- 
own/ought-other self-discrepancy categories. For the actual-own/ideal-other self­
discrepancy only the difference between the comparison and OCD groups was significant. 
No differences were found between the depression and OCD groups on any o f the 4 self­
discrepancy categories.
The results were discussed in relation to existing theory and research, and in terms o f clinical 
implications.
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1. INTRODUCTION 
1.1 Overview of self-concept
Interest in self-concept within the field of psychology has fluctuated considerably over the 
last century. However, recent years have seen a noticeable increase in self-concept literature 
and research. Furthermore, whilst traditionally the focus of social psychology, specifically 
the relationship between self-concept, personality and behaviour, there has been growing 
interest in the role of self-concept in mental health. Lack of definition has made research 
problematic and fragmented and research has tended to focus on single aspects of self- 
concept in relation to ill-defined, all encompassing terms, such as ‘emotional distress’ or 
‘psychological well-being’. There is only limited research into the role of self-concept in 
specific mental health problems. The question raised here is whether different aspects of 
self-concept are implicated in differential diagnosis; that is are different aspects of self- 
concept related to why some people are depressed, whilst others suffer from anxious 
thoughts and compulsive behaviours? Understanding more about these relationships may 
have useful implications in terms of theory and treatment of both depression and anxiety 
disorders.
1.1.1 What is self-concept?
Many theorists and writers have placed significant importance on the role of self-concept in 
psychology. However, on reviewing the literature it becomes clear that definition is the first 
major hurdle in exploring self-concept, and there are numerous definitions, descriptions and 
theories, which focus on concept, structure, content, process and development. As Epstein 
(1973) stated “one can neither see a self concept nor touch it, and no one has succeeded as 
yet in adequately defining it as a hypothetical construct” (p. 404). Rosenberg (1979) 
described self-concept as “the totality of the individual’s thoughts and feelings having 
reference to himself as an object” (p.7). At a very simplistic level, self-concept is the 
beliefs, ideas and emotions we have about ourselves. However, as the literature suggests, it 
is much more complex than this, and most ‘definitions’ are more descriptive than defining.
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1.1.2 Self-concept or self-esteem
Before further considering the content or structure of self-concept, it is important to clarify 
some of the key self-concept terms, specifically the difference between self-concept and self­
esteem. Many writers relate self-concept to psychological well-being in terms of self­
esteem, but few clearly define these two ideas. Self-concept is often referred to as a 
multidimensional cognitive object or structure, which can be ‘good’, ‘bad5, ‘well-structured’, 
or ‘fragmented’, whilst self-esteem is generally referred to as an overall, global measure of 
self-regard, self-value and self-worth, placed on a continuum between high or low. I would 
argue that theoretically these two concepts can be differentiated Campbell (1990) described 
self-concept as knowledge about the self, whilst self-esteem involves an evaluative and 
emotional component. Self-esteem is therefore dependent on how one evaluates the 
knowledge or beliefs we have about ourselves. People with high self-esteem are more likely 
to view this self-knowledge as positive, and thus experience positive psychological well­
being, whilst the opposite is true for people with low self-esteem. This evaluation not only 
considers how a person views their actual self-concept, but also how the self compares to 
other personally relevant benchmarks, such as personal and social expectations (e.g. 
Rosenberg, 1979; Higgins, 1987). A person may have low self-esteem if  they believe that 
they are bad or worthless compared to others or to social expectations. In this respect, low 
self-esteem represents a discrepancy between who a person believes themselves to be and 
who they think they should be.
Whilst self-concept and self-esteem appear theoretically different, self-knowledge and self- 
evaluation are inextricably linked, and thus likely to make-up the overall self-concept 
(Campbell, 1990). In particular, the knowledge and the evaluation may not be easily 
separated and over time the evaluation and knowledge may become so closely integrated that 
they develop into a single idea about the self. Indeed, Fennell (1997) defined self-esteem 
itself as a cognitive schema and thus made little distinction between self-concept and self­
esteem. I also conclude that whilst conceptually different, both self-knowledge and self- 
evaluation contribute to an overall self-concept. This overlap is also reflected in practice, 
where the terms self-concept and self-esteem are often used interchangeably, making the 
exact distinction more difficult to determine. This is particularly the case when considering
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measures of self-concept and self-esteem, whereby statements representing self-concept are 
often mixed with an evaluative component Thus whilst aiming to specifically measure one 
or the other, they appear to measure the same thing: a global measure of self-regard (Wylie, 
1974). Throughout this paper, I will use the terms used by the original authors. However, 
these may not reflect the theoretical distinction made above.
1.1.3 The multidimensional self
Self-concept is often described as a single, monolithic entity, providing a global, unified 
sense of self. However, even from the early days of psychology, self-concept has also been 
regarded as multidimensional, and numerous different facets of the self have been proposed. 
James (e.g. 1890/1948) proposed a detailed, pluralistic model of self-concept, where 
different aspects of the self competed. The self could be subdivided into a number of 
different selves including the material-self, the social-self and the spiritual-self. This 
multidimensional self was critical in determining self-esteem and emotions. Since James, 
many have advocated a multidimensional self (see Epstein, 1973).
Epstein (1973) drew together many existing ideas, describing the self-concept as a dynamic, 
ever changing, hierarchically-organised and internally consistent system, with multiple self­
constructs, which developed out of experience with society and significant others. He 
argued that the overall aims of self-concept were to: organise experience and knowledge into 
predictable events; fulfil personal needs; maintain self-esteem; and to avoid anxiety. Epstein 
(1973) also proposed that self-concept was not in itself a unified concept or construct, but 
rather one theory among many that a person develops about themselves and their 
experiences.
The general consensus now favours a multidimensional self-concept; however numerous 
theories of a multidimensional self exist. Some have considered how the complexity or 
consistency of the overall self-concept affects behaviour (e.g. Linville, 1985; Rogers, 1951). 
Some have identified different view points of the self, differentiating between the actual self, 
that is who we are now, and other viewpoints, such as the ideal, ought and possible self (e.g. 
Rosenberg, 1979; Higgins, 1987; Markus & Nurius, 1986). Many have considered the
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dynamic, structure of the self, proposing that the self-concept comprises many different 
aspects of the self However, only a few have ventured a comprehensive model of what 
these aspects may be.
One of the more detailed descriptions of self-concept was proposed by Rosenberg (1979,
1986). He described self-concept in both unified and multidimensional terms, whereby the 
content and structure were multi-faceted. He suggested that self-concept contains different 
elements comprising social identity, personal dispositions and physical characteristics. 
Rosenberg argued that it was also important to understand the relationship between different 
components. In particular, individual elements within the self-concept were hierarchically 
organised, and given different values by the individual. A person’s sense of self was thus 
dependent not only on the content of self-concept, but the value given to each element 
Rosenberg also argued that people not only have a view of what they are like, but who they 
wish to be. Thus the self-concept comprises not only the actual self, but also the desired- 
self, comprising idealised and moral images of who or what we wish to be. To this end, 
Rosenberg described a highly complex and dynamic self-concept
Shavelson and colleagues (Shavelson, Hubner & Stanton, 1976; Marsh & Shavelson, 1985) 
also proposed a complex, multifaceted, hierarchical self-concept, identifying specific 
structures of the self. They argued that a general self-concept comprised academic, social, 
emotional and physical aspects of self-concept, which each in turn could be sub-divided into 
further sub-domains. Similarly, Fitts and colleagues (e.g. Roid & Fitts, 1988; Fitts & 
Warren, 1996a) used factor analysis of a large pool of self-descriptives provided by both 
normal and clinical samples to identify different aspects of self-concept They identified 6 
sub-structures of the self: the physical self, the moral-ethical self, the personal self, the 
family self, the social self, and more recently, the academic/work self, which were 
subsequently incorporated into a multidimensional self-concept measure (Tennessee Self- 
Concept scale: TSCS and TSCS:2, Fitts & Warren, 1996a & b).
Despite considerable interest in multidimensional theories of self-concept, the exact design, 
content and construct of self-concept remains unclear (Segal, 1988). There remains little
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consensus in terms of the different aspects that make up self-concept and it is unlikely that 
those areas that have been proposed to date represent a comprehensive or complete model of 
what the self-concept contains. Further understanding is also needed to determine how a 
multidimensional self is able to provide a sense of a unified whole, or whether one true self 
or just many different selves exist. Finally, there is little understanding of how different 
dimensions of self-concept may influence behaviour or psychological well-being. However, 
the multidimensional self-concept is a useful construct to use in investigating the 
relationship between self-beliefs and mental health, as it allows comparisons to be made 
between different domains of the self and different mental health problems.
1.1.4. Cognitive approaches
More recently, cognitive theory has provided a useful framework for the multidimensional 
self-concept. Self-concept has long been regarded as a major part of general cognition and 
many classic theories highlighted the cognitive components of self-concept (e.g. Sarbin, 
1952; Epstein, 1973; Rosenberg, 1979). More recent cognitive theories have developed 
these ideas further, describing the self-concept as an organised, hierarchical information 
system, comprising numerous cognitive structures or schemas (Markus & Wurf, 1987). 
Within a cognitive framework, self-concept is often viewed in terms of content and structure. 
The content of self-concept is generally regarded as the specific thoughts, beliefs, memories, 
attitudes and evaluations that a person holds about themselves, whilst the structure refers to 
how these cognitive processes are organised and relate to each other (Campbell, Assanand & 
Di Paula, 2003). Whilst theoretically independent, structure and content overlap and interact 
(Campbell et a l, 2003).
Beck (e.g. Beck, 1967; 1976; Beck, Steer, Epstein & Brown, 1990) regarded self-concept as 
a construct that comprises a number of characteristics or descriptors, which people ascribe to 
themselves. Each descriptor can be given a different weighting in terms of personal value or 
salience, with overall self-concept being the sum of these personal evaluations. Similarly, 
Markus & Nurius (1986) viewed the self-concept as “a system of ‘affective-cognitive5 
structures about the self5 (p.955), which organises and provides consistency to self-referent 
human experience. Cognitive theories propose that the self-concept contains both self­
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referent information and stable structures, or schemas, which develop from an individual’s 
past experiences, and actively process information. In particular, self-schemas influence 
how new information about the self is attended to, selected, interpreted and processed, and 
thus have a powerful influence on behaviour and well-being.
The construct of self-concept is unusual in that it is referred to by numerous schools of 
psychology, and within clinical psychology, by numerous theoretical approaches to mental 
health. However, this study considers self-concept within a broadly cognitive framework. 
This is not only because space does not allow a comprehensive, multi-model review, but 
because cognitive constructs are more readily defined and researched, and are particularly 
relevant to mental health today in terms of theory, research and therapeutic intervention. 
However, it is recognised that the construct of self-concept is not allied with one 
psychological approach or theoretical model.
The purpose of this study is not to further clarify the definition, content or structure of self- 
concept or self-esteem. Existing research and literature have demonstrated what a difficult 
task this is. The main aim of this study is to further explore how existing ideas on self- 
concept are related to mental health, in particular, the role a multidimensional self-concept 
plays in specific mental health problems.
1.2 Self-concept and mental health
The role of self-concept in relation to psychological well-being or mental health is 
considered by both clinical and social psychology approaches, either directly or indirectly. 
Many classic approaches to self-concept advocate a relationship between self-concept and 
well-being, proposing that threats to self-concept result in emotional distress or anxiety, and 
the self-concept attempts to protect itself using defence mechanisms (e.g. Freud 1923/1961; 
Epstein, 1973). In very general terms, self-concept can be both a protective and 
vulnerability factor in mental health. In particular, a positive, clearly defined self-concept is 
considered to protect people from negative internal and external events, and thus from 
distress, whilst a negative or fragmented self-concept is thought to make individuals more
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vulnerable to low self-evaluation, external threats and consequently emotional distress 
(Haugen & Lund, 2002).
Fitts & Warren (1996a) argued that people with positive self-concept generally viewed 
themselves as competent,, worthwhile and valid members of society. They had many 
positive aspects of themselves that protected them from threats to specific vulnerability 
areas, and had less need for defensive or compensatory strategies. In contrast, people with a 
negative self-concept doubted their own self-worth, were less likely to recognise their 
positive points and more likely to focus on their negative points. In addition, their self- 
concept was more likely to be influenced by external factors and be changeable and reactive. 
People with very negative self-concept were more likely to experience significant 
psychological distress or disturbance.
Cognitive approaches have long identified the relationship between thoughts about the self 
and emotional disorders, most specifically with depression. However, they have tended to 
be less than explicit in terms of the relationship between ‘self-concept’ per se and mental 
health, referring to self-concept in terms of cognitive content and structure. Despite this, 
more recent cognitive approaches have regarded self-concept as central to emotional 
disorders (Fennell, 1997).
The majority of self-concept theories refer to problems with mental health in terms of 
reduced psychological well-being and emotional distress. Whilst these terms are poorly 
defined, many have equated emotional distress in the first instance with depression. The role 
of self-concept in depression is therefore considered first
1.3 Self-concept and depression
Depression has a clinical profile associated with pervasive low mood, negative thoughts 
about the self, loss of interest, lethargy, lack of concentration and changes in physical 
function (DSM-IV, 1994; Appendix I). There are a number of different categories of 
depression, but the focus for this study is major depressive episode or disorder. This study
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does not consider other categories of depression, such as bipolar disorders. Self-concept 
theories in terms of depression have considered structure, content, process and evaluation of 
self-concept The key ideas are discussed below.
1.3.1 Unity, pluralism and complexity
A key debate in structural self-concept theory is whether self-concept functions as a 
combination of a number of different, independent categories, or as a shapeless, united 
whole. Furthermore, how does structure impact on mental health? Some argue that a self- 
concept high in pluralism, that is one that has a large number of different, well defined, 
categories, is more adaptive to change and less vulnerable to emotional distress (Campbell et 
al., 2003). Linville’s (1985) self-complexity model proposes that self-concept contains a 
number of cognitive categories or ‘self-aspects5, with self-complexity referring to the 
number of self-aspects that are relevant to the individual. Self-complexity protects an 
individual from stress, as the more self-aspects a person has as part of their overall self- 
concept, the less likely adverse life events will affect them all. In short, adverse life events 
may only affect one or two self-aspects, leaving others intact and thus maintaining the self- 
concept Research has found some support for this idea. In particular, low self-complexity 
has been found to be associated with depression and poor psychological adjustment, whilst 
those high in self-complexity were less likely to be depressed (e.g. Linville, 1987).
Showers (1992) associated mental health with self-concept compartmentalisation: the degree 
to which an individual separates positive and negative self-knowledge into categories or self­
aspects. People who favour negative self-aspects are more likely to be depressed, as they are 
more likely to be exposed to negative information. This differs from self-complexity as it 
suggests that individuals are able to focus on different aspects of themselves, and this focus 
influences mental health. However, research is limited, results inconsistent, and the exact 
dynamics of this process still to be explored (e.g. Campbell et al., 2003). Other theories 
suggest that greater unity in the self-concept leads to improved psychological well-being 
(e.g. Rogers, 1951). A coherent, united self-concept provides security and resilience when 
faced with threats, whilst a fragmented or differentiated self-concept makes a person
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vulnerable to psychological distress. Again, research has found some support for this idea 
(e.g. Campbell et al., 2003).
Whilst unity and pluralist theories appear incompatible, I would argue that they actually 
describe the same multidimensional self-concept, but from a different viewpoint More 
specifically, a multidimensional self-concept leads to positive psychological well-being if  it 
contains numerous parts, which are also compatible and coherent, in other words unified. In 
contrast, a multidimensional self-concept leads to psychological distress if  its component 
parts are limited, incompatible, inconsistent, or fragmented. Campbell et al. (2003) found 
that high levels of unity were not necessarily associated with low levels of pluralism. More 
significantly, their results indicated that individuals high in both pluralism and unity 
experienced the highest levels of psychological well-being. They concluded that pluralism 
and unity were not incompatible, but were both relevant to psychological well-being. 
Research also suggests that the relationship between structure, specifically pluralism, and 
mental well-being, may be dependent on the content of self-concept (Campbell et al, 2003). 
In other words, the relationship between multidimensional structures within self-concept and 
psychological well-being is likely to be influenced by the exact content of thought and 
beliefs within those structures.
1.3.2 Cognitive theory
Several cognitive theorists have described self-cognitions as important to the onset and 
maintenance of depression (e.g. Beck, 1967; 1976; Teasdale, 1983; Higgins, 1987). Whilst 
not explicitly a theory of self-concept, Beck’s cognitive theory remains one of the most 
influential theories in terms of depression. Like many others, Beck regarded the role of self- 
concept in psychopathology as relating mostly to depression (Beck et al., 1990). Beck’s 
cognitive theory of depression refers to the cognitive triad of dysfunctional, negative beliefs 
about the self, the world and the future. Whilst Beck’s model initially indicates that only 
one aspect of the cognitive triad relates to the self, Haaga, Dyck & Ernst (1991) argued that 
the latter two categories of the triad related to how a person views themselves in the world 
and in the future. Thus Beck’s triad represents a complex, cognitive self-concept model, 
which comprises how a person specifically views themselves, how they view themselves in
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relation to their environment, and how they view their future-self. Beck’s model makes a 
number of key assumptions about the content of depressed people’s thoughts and beliefs. In 
particular, depressed people’s thoughts are specifically associated with negative self- 
evaluation, personal loss, rejection, failure and hopelessness. In addition, they are distinctly 
negative and not balanced by positive thoughts, and thoughts are more negative than those of 
non-depressed people or people with other mental health problems (Haaga et al., 1991).
Beck’s theory also described the structure of self-concept, in terms of schemas and their 
related processes. The concept of schemas is now a readily accepted, if  largely theoretical 
idea, within social and clinical psychology (Segal, 1988). As discussed previously, a schema 
is an organised, body of knowledge of past experiences and memories, developed through 
childhood, which guides current cognitive processes and behaviours. Schemas have a 
powerful influence on information processing, by influencing what information is attended 
to, stored, and retrieved, and how information is evaluated (e.g. Beck et al., 1979; Beck et 
al., 1990; Young, 1999). Beck argued that negative self-schemas can be triggered by a 
matching event later in life, resulting in negative automatic thoughts, distorted patterns of 
information processing, low mood and subsequently depression. However, Beck did not 
attempt to identify specific schemas related to depression, and few have attempted to do so 
since. More recently, Fennell (1997) proposed a cognitive model of self-esteem. In her 
model, self-esteem was not distinguished from self-concept, but regarded as a distinct 
schema containing negative self-beliefs. Whilst the mechanisms of schema processes 
proposed by Fennell are very similar to those described by Beck, the model differs by 
explicitly identifying a specific self-related schema. However, again specific schemas 
associated with depression were not clearly defined.
Psychological therapies based on cognitive theory of depression, such as cognitive behaviour 
therapy (CBT) have been found to be very effective in reducing the symptoms of depression 
(for reviews see: Haaga et al., 1991; Department of Health (DOH) 2001), suggesting that the 
relationship between depression and negative thoughts and self-beliefs is a close one. 
However, success of treatment does not always suggest accuracy of theory. Nonetheless, 
there is considerable evidence to support many aspects of Beck’s theory. In particular,
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research indicates that depressed people are more likely to be self critical, have lower self­
esteem, and to select more negative and fewer positive adjectives as self-descriptive 
compared to controls or those who have recovered from depression (Dykman & Abramson, 
1990; Haaga etal., 1991).
Research also consistently indicates that people with depression are more likely to have 
negative self-schemas compared to those without depression (see Segal, 1988; Dykman & 
Abramson, 1990; Alloy, Abramson, Murray, Whitehouse & Hogan, 1997; Strauman & 
Kolden, 1997). Dykman and colleagues found that depressed and non-depressed students 
differed on most of schemas assessed. Furthermore, the two groups differed most on 
achievement-related schema, and less so on schemas relating to sensitivity to others 
(Dykman, Abramson, Alloy, & Hartlage, 1989). This indicates that specific schemas may be 
more related to psychopathology, such as depression.
Despite significant interest in cognitive theory in depression, there remain considerable gaps 
in our knowledge, in terms of specific self-beliefs and types or categories of schema, 
associated with depression. Furthermore, few measures exist that directly relate cognitive 
theory to self-concept and psychopathology. More recently, Beck has specifically 
considered the role of self-concept in psychopathology, using the Beck Self-Concept Test 
(Beck et al., 1990). It was found that people with depression reported a significantly more 
negative self-concept compared to those with other mental health problems and those with 
no mental health problems. However, this scale, like many others, provides a global 
measure of self-regard, and does not consider relationships between different aspects of self- 
concept and depressioa
In the absence of a more specific, multidimensional, cognitive model of self-concept in 
depression, reliance is often placed on more generic, intuitive multidimensional measures of 
self-concept, as discussed above. Whilst not specifically allied to cognitive theory, these 
measures comprise a series of self-beliefs, and thus are broadly cognitive in structure. 
Research using the TSCS (see Fitts & Warren, 1996a) consistently indicates a relationship 
between depression and more negative self-concept What is much less clear is whether
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specific relationships exist between the sub-domains of multidimensional measures and 
depression. From reviewing the literature on the TSCS, most studies appear to use the 
measure as a global indication of self-concept Few studies consider specific relationships 
between the sub-domains and psychopathology, including depression.
1.3.3 Evaluation approaches: depression and self-esteem
One of the most significant associations between self-concept and depression involves self­
esteem. As discussed previously, self-esteem largely involves evaluation of the self-concept 
against a self-guide or social expectations. Research has consistently identified a 
relationship between depression and low self-esteem, either as a consequence or a 
contributing factor (Dykman & Abramson, 1990; Tarlow & Haaga, 1996; Roberts & 
Monroe, 1994). People with depression are typically very self-critical, make very negative 
evaluations of themselves (see Haaga et al., 1991), and more likely to have discrepancies 
between who they think they actually are and who they wish to be (Higgins, 1987). In 
addition, Brown and colleagues found that low self-esteem was a vulnerability factor to 
depression (Brown, Andrews, Harris, Adler & Bridge, 1986; Brown, Bifulco & Andrews, 
1990). Consequently, the relationship between negative self-evaluation and depression 
appears a close one.
1.4 Self-concept and other mental health problems
Whilst psychological well-being or distress is generally associated with depression, and 
many theories relate negative self-concept with depression, emotional distress comes in 
many forms and can be manifested in a multitude of ways. Depression is just one of many 
mental disorders that is associated with emotional distress (DSM-IV, 1994). There is a 
growing body of theory and research, which indicates that self-concept is implicated in a 
number of mental health problems. For example, self-concept has been associated with 
eating disorders (Johnsson, Smith & Amner, 2001; Ciccolo & Johnsson, 2002; Jacobi, Paul, 
de Zwaan, Nutzinger, & Dahme, 2004); psychosis (Guillon, Crocq & Bailey, 2003; 
Kinderman, Prince, Waller & Peters, 2003), chronic pain (Zlot, Herrmann, Hofer-Mayer, 
Adler & Adler, 2001) and bipolar disorders (Power, de Jong & Lloyd, 2002).
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The implication of self-concept in mental disorders other than depression raises some 
interesting questions. In particular, are the same problems with self-concept implicated in a 
number of mental health problems, or are different mental health problems related to 
different problems with self-concept? With self-concept being so complex and multifaceted 
it is possible for different aspects to be related to different mental health problems. 
Cognitive theory of psychopathology proposes that different mental disorders are 
characterised by a cognitive content that is specific to that disorder (e.g. Beck, Brown, Steer, 
Eidelson & Riskind, 1987). As self-beliefs or self-concept are a large part of cognitive 
content, it is possible that different mental health problems are related to specific differences 
in self-concept. However, research into self-concept and different mental health problems 
tends to be patchy, considering self-concept in numerous different ways, using different 
definitions and using a wide variety of measures and designs. Thus comparisons across 
different diagnoses are difficult. Few studies consider more than one mental disorder or 
explore the specific self-concept factors that may differentiate them. The main aim of the 
current study is to make a comparison of multidimensional aspects of self-concept across 
two mental health problems.
Next to depression, anxiety disorders have arguably received the most interest in terms of 
cognitive theory and research, thus allowing some useful comparisons in terms of self- 
concept content and structure. Self-concept and anxiety disorders are considered next.
1.5 Self-concept and anxiety disorders
The term anxiety disorder is an umbrella term which incorporates a number of disorders, 
including generalised anxiety disorder (GAD), panic disorder, phobias, post traumatic stress 
disorder and obsessive-compulsive disorder (OCD), each with a relatively distinct clinical 
profile (DSM-IV, 1994). In very general terms, anxiety disorders are distinctive by the 
presence of physiological hyperarousal (Clark & Watson, 1991). Many of the classic 
approaches of self-concept also refer to anxiety in discussions of emotional discomfort or 
distress, with the general idea being that threats to self-concept can result in anxiety. Epstein 
(1985) identified three such threats: threats to life and physical health; threats to the
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individual’s ability to make sense of experiential information in terms of the existing self- 
concept; and threats to self-esteem.
Whilst the relationship between depression and self-concept is more clearly mediated by 
negative thoughts about the self, the relationship with anxiety appears less apparent. In the 
first instance, people suffering with anxiety disorders are more likely to have negative 
thoughts about their environment, such as exaggerated thoughts about danger and threats 
(Wells, 1997). However, this does not necessarily indicate that anxious people do not have 
problems with self-concept. People suffering with anxiety also experience low self-esteem 
(DSM-IV, 1994) and have negative beliefs about their ability to cope with dangers and 
threats, and to this degree, anxiety also involves a negative self-concept (Tarlow & Haaga, 
1996; Wells, 1997).
Whilst Beck largely associated self-concept with depression, he also made reference to self- 
concept and anxiety (Beck & Emery, 1985; Clark, Steer & Beck, 1994). In particular, 
anxious individuals feel threatened by their environment as they feel inadequate in their 
ability to cope with difficult situations and fearful of criticism or rejection. Negative beliefs 
are therefore often associated with personal performance, competence, and being judged by 
others. In general, research supports the idea that anxiety is associated with negative 
thoughts and beliefs associated with appraisal of threats and ability to cope (Wells, 1997). A 
few studies using more general measures of self-concept have been carried out to 
specifically look at the relationship between anxiety and self-concept. These further suggest 
that negative self-concept is a factor in anxiety. For example, Schmitt & Kurdek (1984) 
using the TSCS, found that social anxiety in students was related to more negative self- 
concept. However, few studies have considered clinical populations, and as with research on 
depression, research has tended to focus on global or overall self-concept or self-esteem, and 
does not consider the relationship between different aspects of self-concept and anxiety.
1.5.1 Differentiating depression and anxiety
A key debate in depression and anxiety concerns the high co-morbidity between the two 
disorders. People with depression often present with anxiety and vice versa. Some have
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argued that depression and anxiety are just alternative presentations of the same problem, 
with both having similar underlying causes or triggers (Clark & Watson, 1991). In terms of 
self-concept, this may suggest that the same problems with self-concept may be implicated 
in both disorders. However, a number of key differences have been proposed, which support 
the differentiation of these two disorders.
Epstein (1985) differentiated between anxiety and depression in terms of self-concept by 
suggesting that depression was related to beliefs that one will never be happy, whilst anxiety 
was related to beliefs of one being threatened. Beck (e.g. Beck & Emery, 1985; Beck et al.,
1987) argued that depression was predominantly associated with negative cognitions 
associated with personal loss and failure, whilst anxiety reflected danger to the self. Such 
cognitive content specificity has been supported by research (e.g. Beck et al., 1987).
The tri-partite model of anxiety and depression (e.g. Clark & Watson, 1991; Clark et al., 
1994) proposes that depression and anxiety have both common and distinct features. In 
particular, depression and anxiety share a common distress factor, called negative affectivity, 
which is associated with feelings of worry and anxiety, as well as self-critical thoughts and a 
general negative view of the self. However, anxiety is uniquely associated with the presence 
of hyperarousal, whilst depression is uniquely associated with the lack of positive affectivity 
(feelings associated with positive well-being and positive engagement with the 
environment). In terms of self-concept, this suggests that people with both depression and 
anxiety demonstrate affect associated with a negative self-concept. However, people with 
anxiety also experience hyperarousal related to thoughts of threats and danger to the self. In 
addition, they are more likely to experience some positive affect, suggesting a self-concept 
that is not completely negative. Research indicates that whilst low self-esteem and negative 
affect are associated with both depression and anxiety, the two disorders can be 
distinguished by the presence of positive affect and hyper-arousal symptoms in anxiety only 
(e.g. Clark & Watson, 1991; Clark et al., 1994). This suggests that self-concept is implicated 
in both depression and anxiety, but in different ways.
158
Major Research Project
1.5.2 Self-discrepancy theory
Self-discrepancy theory (SDT; e.g. Higgins, Klein, Strauman, 1985; Higgins, 1987; 
Strauman & Higgins, 1988) is one of the few theories that specifically identifies differences 
in self-concept between depression and anxiety, and supports this with research. SDT 
combines classic, dynamic conflict theories, social construct theory, and cognitive ideas of 
depression, to propose a model for determining the relationship between self-concept and the 
specific mental health presentations of depression and anxiety (Higgins, 1987). SDT argues 
that it is not necessarily the beliefs themselves that lead to emotional discomfort, but whether 
beliefs within different aspects of a person’s global self-construct are compatible. The over­
riding argument of SDT is that people who hold inconsistent or discrepant self-beliefs are 
more likely to experience psychological discomfort Unlike many other theories, SDT aims 
to identify clear associations between certain discrepant beliefs and specific types of 
emotional discomfort (e.g. Higgins et al., 1985; Higgins, 1987).
SDT argued that all aspects of self-concept or ‘self-states’, are underpinned by two cognitive 
dimensions: domains of the self and standpoints of the self. Domains of the self comprise 
three basic domains. The first involves the actual self: an individual’s cognitive 
representation of the attributes that they believe themselves to actually possess. The second 
domain involves the ideal self, an individual’s representation of the attributes that they 
would like to ideally possess. This is related to the representation of the personal hopes, 
dreams and aspirations of an individual. The final domain comprises the ought self, an 
individual’s representation of the attributes that they believe that they should or ought to 
possess. This includes responsibilities, social duty and moral obligations. Each domain can 
be considered from two distinct standpoints of the self, or different perspectives from which 
the self could be represented. These comprise a person’s own standpoint and that of a 
significant other. Thus self-representations not only comprise an individual’s view of 
themselves, but also how they believe any number of significant others may view them 
(Higgins et al. 1985; Higgins, 1987).
By combining the three domains and two standpoints, 6 basic types of self-state 
representation can be identified: actual-own, actual-other, ideal-own, ideal-other, ought-own,
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and ought-other. Higgins (1987) argued that self-concept per se involved only the first two 
self-states, that is those involving actual representations. The remaining four self-states 
provided self-guides or standards that direct the individual and their developing self-concept. 
Each individual’s goal is to match the self-concept to the self-guides, and thus they 
constantly evaluate how well their self-concept is living up to these standards (Higgins,
1987). In this respect, these are more closely related to self-esteem.
SDT argues that emotional problems occur when actual self-states fail to match the 
ideal/ought self-states, or where own and other standpoints differ. The greater the 
discrepancy, the greater the emotional discomfort (Higgins, 1987). Furthermore, the theory 
proposes that discrepancies between particular self-states are related to distinct, previously 
researched clusters of negative emotions, specifically ‘dejection-related’ or ‘agitated-related 
emotions’ (see Higgins, 1987, for a summary). Dejection-related emotions are associated 
with feelings such as sadness, disappointment, dissatisfaction; the absence of positive 
outcomes; and depression. In contrast, agitated-related emotions are associated with 
feelings, such as fear, tension, threat, guilt, and worry; the presence of negative outcomes; 
and anxiety.
Discrepancies between the actual-own and ideal-own states would lead to the sense that 
one’s hopes and dreams could not be achieved. Higgins (1987) argued that this represents 
the absence of positive outcomes and the person would experience dejection-related 
emotions, specifically disappointment and dissatisfaction. Similarly, discrepancies between 
actual-own and ideal-other states result in a person feeling that their actual self-state does not 
live up to the hopes or aspirations of a significant other, and they have disappointed the 
significant other, again resulting in the absence of positive outcomes and dejection-related 
emotions, such as shame and embarrassment.
In contrast, agitated-related emotions are more likely to arise with discrepancies between 
actual-own and ought states. With discrepancies between actual-own and ought-own states, 
a person feels that their actual state does not live up to the state that they believe they are 
morally or socially obliged to be. This would result in the presence of negative outcomes
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and agitation-related feelings such as guilt, self-hatred and worry. With discrepancies 
between actual-own and ought-other states, a person feels that their actual state does not 
meet the state that a significant other believes that person to be morally or socially obliged to 
obtain. This again results in the presence of negative outcomes, such as an expectation of 
punishment and being threatened, and agitation-related feelings such as fear (Higgins, 1987).
Higgins and colleagues provide a relatively simplistic explanation of the complex 
relationships between emotion clusters and self-discrepancies. Nonetheless, SDT provides a 
foundation for distinct negative emotions associated with discrepancies in self-states, and 
more importantly, provides a framework for associating differences in self-concept with 
differential clinical diagnosis, specifically depression and anxiety disorders. Furthermore, 
unlike many self-concept theories, there is a reasonable amount of evidence to support this 
theory. For example, Higgins et al. (1985) considered whether the self-discrepancy model 
could differentiate between different dejection-related and agitation-related emotions, in 
non-depressed, slightly depressed and moderately depressed undergraduate students. They 
devised the Selves Questionnaire, which asked respondents to list up to 10 attributes 
associated with the 6 self-states described above.
Discrepancies were calculated by comparing attributes between the 6 self-states, and 
identifying matching and non-matching attributes. These were then analysed in terms of 
dejection-related and agitation-related emotions identified in a number of standardised 
clinical measures, including the Beck Depression Inventory and the Hopkins Symptom 
Checklist. Consistent with the self-discrepancy theory, Higgins et al. (1985) found that the 
actual-ideal discrepancy was generally associated with dejection-related emotions, whilst the 
actual-ought discrepancy was generally associated with agitation-related emotions. 
However, this did not specifically consider clinical samples, or those with anxiety disorders. 
Further studies of similar design have provided reasonable support for the relationship 
between these self-discrepancies and depression and anxiety disorders, such as social anxiety 
(e.g. Strauman & Higgins, 1988; Scott & O’Hara, 1993).
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Both cognitive theory and SDT suggest that differences in depression and anxiety may be 
related to different aspects of self-concept, whether in terms of cognitive content or 
discrepancies in self-beliefs. However, these relationships remain relatively unexplored in 
terms of theory or research.
1.6 Comparing depression with obsessive compulsive disorder (PCD)
In exploring the relationship between self-concept and differential diagnosis, it makes sense 
to compare two disorders with very different presentations, especially where high co­
morbidity occurs. In terms of anxiety, where symptoms often overlap with depression, OCD 
has a very distinct clinical profile compared to other anxiety disorders and depression.
OCD is characterised by increased anxiety, recurrent, excessive obsessional thoughts often 
regarding external threats and behaviours, and repetitive compulsive behaviours (DSM-IV, 
1994; Appendix I). Obsessional thoughts are defined as persistent and intrusive thoughts or 
images that result in anxiety and distress. Thoughts are often experienced as out of the 
person’s control. Common obsessions involve fears of contamination, repeated doubts 
relating to possible threats or danger, a need for order, or fears associated with carrying out 
violent or socially unacceptable acts. Compulsive behaviours serve to reduce the anxiety 
associated with the obsessive thought, such as repeated checking in response to an obsession 
about leaving the front door open. Compulsions involve repetitive behaviours including 
checking, ordering, hand-washing, or mental acts, such as praying, and repeating certain 
words (DSM-IV, 1994).
The relationship between self-concept and OCD appears even less clear than that of other 
anxiety disorders. Guidano & Liotti (1983) argued that people with OCD typically have an 
ambivalent, inconsistent and uncertain sense of self, whereby obsessions and compulsive 
behaviours reflect a need for perfectionism and certainty. Cognitive approaches to OCD 
have considered the role of a number of different self-beliefs, including perfectionism and an 
over-valued sense of responsibility (Wells, 1997). Salkovskis (e.g. 1985, 1989) argued that 
the symptoms associated with OCD are not related specifically to the content of the intrusive
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thoughts, but to the way they are interpreted. As with other anxiety disorders, people with 
OCD experience intrusive thoughts about threats and dangers, which are unlikely to occur. 
Anxiety is associated with an individual’s appraisal of those thoughts, such as the perceived 
sense of being able to cope. However, people with OCD also interpret obsessional thoughts 
as indicating that they are personally responsible for an event or action resulting in harm, 
and must therefore act to prevent this (e.g. Salkovskis, Wroe, Gledhill, Morrison, Forrester, 
et al., 2000).
Menzies, Harris, Cumming & Einstein (2000) argued that beliefs associated with OCD may 
comprise an interaction between the evaluation of severity of potential negative outcomes 
and sense of personal responsibility. People with OCD symptoms tend to exaggerate the 
likelihood and severity of a dangerous outcome occurring. Furthermore, people in general 
tend to evaluate an outcome as more aversive if  they feel personally responsible for it. Thus 
OCD may involve an interaction between these two factors. In terms of self-concept, people 
with OCD may have negative self-beliefs about their ability to cope in face of threat, and 
possibly a sense that bad things will happen to them. In addition, they appear to have self­
beliefs about being personally responsible for everything, or having a moral obligation to 
make things safe. However, a literature review at time of writing found no research studies 
considering the direct relationship between self-concept and OCD.
2. OVERVIEW. AIMS AND HYPOTHESES
The complexity of self-concept prevents a single study from examining all aspects of this 
construct (Gramzow, Sedikides, Panter & Insko, 2000). The present study therefore aims to 
further explore the relationship between different aspects of self-concept and different 
mental health problems, by considering whether differences in self-concept are associated 
with differential presentation and diagnosis, specifically in depression and obsessive- 
compulsive disorder (OCD). Whilst the relationship between self-concept and clinical 
presentation is much less transparent in OCD compared to depression, it is argued that self- 
concept is implicated in OCD. Furthermore, despite high co-morbidity between depression 
and anxiety disorders, the distinct clinical and behavioural presentations of depression and 
OCD facilitate comparisons between these disorders. The current study considers the role of
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self-concept in three groups of participants: people with depression, people with OCD, and a 
comparison group comprising people with no mental health problems. Participants were 
asked to complete three self-concept measures: a self-esteem measure (Rosenberg, 1979); a 
multidimensional measure of self-concept (TSCS:2, Fitts & Warren (1996b), and a self­
discrepancy measure (e.g. Higgins, 1987).
2.1 Hypotheses and research question
2.1.1 Specific hypotheses
1. People with depression will have lower self-esteem than people with OCD, who will 
have lower self-esteem than the comparison group.
2. People with depression will have a more negative view of themselves, and thus obtain a 
lower score on overall self-concept, compared to people with OCD. In turn, people with 
OCD will have lower overall self-concept compared to the comparison group.
3. People with depression and OCD will have a greater number of overall self­
discrepancies compared to a comparison group.
4. People with depression will have a greater number of self-discrepancies on the actual- 
other categories, whilst people with OCD (as an anxiety disorder) will have a greater 
number of self-discrepancies on actual-ought categories.
2.1.2 Research question
Can different sub-domains of a multidimensional self-concept scale differentiate between the 
two diagnostic profiles of depression and OCD?
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3. METHOD
3.1 Design
An independent groups design was used with the following three groups:
Group 1: People diagnosed with clinical depression 
Group 2: People diagnosed with OCD
Group 3: A comparison group comprising people with no mental health diagnosis. 
Each participant completed three measures of self-concept (see below).
3.2 Participants
Power analysis using G*Power (Erdfelder, Faul & Buchner, 1996) indicated that each group 
should comprise a minimum of 22 participants, with a total of 66 participants [power: 0.80, 
F(2,63) = 3.1428; effect size 0.40 (large), alpha 0.05]. A large effect size was predicted as 
differences were being explored between groups with distinct clinical diagnoses and those 
without.
3.2.1 Recruitment
3.2.1.1 Clinical groups
Participants for the depression and OCD groups were recruited from NHS outpatient clients 
attending a specialist depression clinic, an OCD clinic, and a primary care service, within a 
mental health and learning disability NHS Trust. Clients referred to the Community Mental 
Health Team were also considered, but none met inclusion criteria at the time of being 
considered.
To be included within the clinical groups, participants were to have a clear diagnosis of 
depression or OCD as determined by detailed clinical assessment and diagnostic criteria 
(DSM-IV, 1994; Appendix I). This process formed part of the standard assessment 
procedures within the services used. Those with significant co-morbidity, as determined by 
the assessment, were excluded from the study. Participants were also to have English as 
their first language and be aged between 18 and 65 years. Initial inclusion criteria also 
required participants to have just started therapy to mitigate the effects of treatment on self-
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concept. However, this was subsequently changed to include people who had had longer- 
term intervention. The change was made for a number of reasons. Firstly, this criterion 
significantly restricted recruitment and limited the number of participants available for the 
study. Secondly, it was argued that as long as participants were presenting with 
diagnostically significant presentations, self-concept was likely to remain a factor in their 
mental health. Finally, by including participants with different lengths of therapy, it would 
be possible to consider whether duration of therapy was related to scores on the self-concept 
measures (see below). Those participants approaching the end of treatment however were 
excluded, as they were more likely to have recovered.
Prospective participants were approached by their therapist (a clinical psychologist or 
clinical nurse specialist) and asked whether they would be willing to participate in a research 
study. They were given a detailed information sheet to read (see Procedure). It was made 
clear that the research was not related to their treatment and participation or non­
participation would not influence the treatment they were receiving. If the client agreed to 
participate, their name, address and GP details were forwarded to the researcher, who sent 
the questionnaires directly to the participant’s home address. A total of 51 questionnaires 
were sent to clinical participants (depression:26, OCD: 25), with 35 participants returning 
completed questionnaires (depression: 19; OCD: 16), representing an overall response rate 
of 68.6% (depression: 73.1%, OCD: 64%).
3.2.1.2 Comparison group
Participants for the comparison group were recruited from patients attending a GP practice 
within a PCT. Participants were required to have no current or recent diagnosis of a mental 
health disorder as determined by DSM-IV criteria, and were to have English language as 
their first language. Where possible the comparison group was matched to the clinical 
groups in terms of age and gender, and participants were selected by date of birth and gender 
from the GP practice database. However, an exact match was not achieved due to 
unpredictable response rates. A total of 68 questionnaires were sent to comparison group 
participants. Twenty-five participants returned completed questionnaires, a response rate of 
36.8%.
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3.2,2 Final sample
As indicated in Table 1, the depressed group contained 19 participants (7 men, 12 women) 
with a mean age of 38.7. The OCD group contained 16 participants (8 men, 8 woman) with 
a mean age of 32.4. The comparison group contained 25 participants (7 men, 18 women) 
with a mean age of 36.6. Statistical analysis indicated no significant difference between 
groups in terms of age [F (2, 57) = 1.28, p > 0.05, r f  = .04] or gender [%2 (2, n = 60) = 2.03, p 
> 0.05].
T ab le 1 D etails o f  sam p le by group
No. Age Gender
Mean Range Male Female
Depression group 19 38.7 24-54 7 12
OCD group 16 32 .4 19-59 8 8
Comparison group 25 36.6 23-60 7 18
Totals 60 36.1 19-60 22 38
With respect to number of therapy sessions, the OCD group had more sessions (mean: 7.1) 
than the depression group (mean: 1.8). Statistical analysis indicated this difference to be 
significant [t (15.58) = -3.74, p < 0.01]. Further analyses were performed to determine 
whether number of sessions was related to the three main variables. This indicated no 
correlation between number of sessions and total self-concept, self-esteem or self­
discrepancy, as indicated in Table 2.
T able 2 P earson  C orrelations betw een n u m b er o f  sessions and
m ain  variables
TSCS Self-esteem Self-discrepancy
No of sessions -.158, p >  0.05 -.103, p >  0.05 -.240, p >  0.05
167
Major Research Project
3.3 Measures
The measures comprised the following questionnaires:
• Self-Esteem Scale (Rosenberg, 1979)
• Tennessee Self-Concept Scale, Second Edition -  adult version (TSCS: 2, Fitts & 
Warren, 1996b):
• Self-discrepancy scale (e.g. Higgins 1987)
3.3.1 Rosenberg Self-esteem Scale
The Self-esteem Scale (Rosenberg, 1979) is a 10-item structured questionnaire, measuring 
overall self-esteem (Appendix II). It asks participants to indicate how much they agree or 
disagree with a series of statements, which reflect how a person may view themselves. It 
differs from the TSCS:2 as it provides one single, global measure of self-regard, using much 
fewer statements. Statements are worded in both positive and negative directions. For 
example:
“Ifee l that I  have a number o f  good qualities”
“I  certainly fee l useless at times”
Participants indicate their response on a 4-point scale ranging from strongly agree to strongly 
disagree. The questionnaire takes approximately 2-3 minutes to complete. Positive items 
are reverse scored. Scores range from 10 to 40, with higher scores indicating higher self­
esteem.
3.3.1.1 Reliability and validity
Rosenberg’s (1979) Self-Esteem scale is widely used within both clinical and academic 
settings and appears well validated. It is reported to have good construct, convergent and 
discriminant validity. Test-retest correlations typically range from .82 - .88 and Cronbach’s 
alpha for internal consistency, using various samples, ranges from .77 - .88 (e.g. Rosenberg,
1986).
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3.3.2 Tennessee Self-Concept Scale
The Tennessee Self-Concept Scale, Second Edition - adult form (TSCS:2, Fitts & Warren, 
1996b) was designed to be a multidimensional measure of self-concept (Fitts & Warren, 
1996a). It was chosen for the study as it was the only standardised, structured, self-report, 
multidimensional, self-concept measure for adults identified from a literature review and 
internet search. It has also been relatively widely used in various research fields including 
social psychology, health sciences and education (Fitts & Warren, 1996a).
The TCSC:2 comprises 82 closed statements that aim to allow the respondent to describe 
their view of themselves. It differs from the Rosenberg self-esteem scale by providing a 
more detailed analysis of self-concept, using a multidimensional framework. The measure 
provides a score for each of the 6 sub-scales of self-concept, as detailed in Table 3, and a 
total self-concept score: a global measure of self-concept integrating all the 6 sub-scales. 
The questionnaire also produces a number of other scores; however, the total self-concept 
score and the scores for the self-concept sub-scales were considered most relevant to current 
study.
Table 3 TSCS:2 Sub-Scales (Fitts & Warren, 1996)
Sub-scale Description Example of statement
Physical An individual’s view of their body, 
physical appearance, health, 
sexuality.
I look fine just the way I am 
I am a sick person
Moral An individual’s view of their 
conduct in terms of moral, ethical, 
religious and societal rules.
I am satisfied with my moral behaviour 
I sometimes do very bad things
Personal An individual’s sense o f personal 
worth and adequacy.
I am just as nice as I should be 
I despise myself
Family An individual’s view of their worth 
and adequacy as a member of their 
family.
I take a real interest in my family 
I should love my family more
Social An individual’s view of how they 
are perceived in relation to others.
I am a friendly person 
I am no good at all in social situations
Academic/work An individual’s view of themselves 
in academic or work settings; also 
how others view them.
Other people think I am smart 
I am not good at die work I do
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The questionnaire can be completed in 10 to 20 minutes (Fitts & Warren, 1996a). Answers 
are given using five response categories: “Always False”, “Mostly False”, “Partly False and 
Partly True”, “Mostly True” and “Always True”, with a respective score value of 1 - 5. The 
questionnaire is scored by totalling the items relevant to each scale. Some items are reversed 
scored. The total self-concept score indicates a person’s overall view of themselves, similar 
to that provided by the Rosenberg self-esteem scale. Scores for each sub-domain indicate a 
person’s self-concept specifically for that area. Higher scores indicate that a person has a 
more positive view of themselves, whilst lower scores indicate a more negative self-view.
3.3.2.1 Reliability
Fitts & Warren (1996a) reported good internal consistency for the Adult form of the TSCS:2, 
on total self-concept (alpha: 0.95) and the 6 sub-scales of self-concept (alpha range: 0.81 to
0.85). The estimated test-retest reliabilities are reasonable for total self-concept (0.85) and 6 
sub-dimensions of self concept (range: 0.70 -  0.80), based on a one to two week retest 
period.
3.3.2.2 Validity
Fitts & Warren (1996a) reported good content validity based on assessment by expert 
knowledge. Construct validity was determined by factor structure, based on a large number 
of factor analytic studies considering both the original version of the TCSC (Roid & Fitts,
1988) and the updated TSCS: 2 (Fitts & Warren, 1996a&b). “Reasonably strong” support 
was found for physical, moral, family, social and academic/work self-concept sub-scales, 
with weaker support for the personal self-concept sub-scale (Fitts & Warren, 1996a; p:64). 
Concurrent reliability was determined by comparisons with other self-concept measures. 
Studies indicated reasonable to good concurrent reliability with a number of measures, 
including the MMPI (r = .64). Research also indicates reasonable discriminant validity, with 
the measure being able to differentiate between certain sub-groups of the population, such as 
psychiatric and non-psychiatric patients (Fitts & Warren, 1996a).
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3.3.3 Self-discrepancy measure
The self-discrepancy measure is a non-standardised tool first described by Higgins (e.g.
1987) to measure self-concept in terms of self-discrepancy. As discussed previously, 
Higgins suggested that self-concept comprises distinct beliefs about who we actually are, 
who we want to be, and who we ought to be. In addition, we view ourselves from different 
perspectives: our view of ourselves, and how we believe others view us. Differences 
between these aspects are related to emotional discomfort, such as depression and anxiety. 
Overall, Higgins described 6 aspects of self-concept, as detailed in Table 4.
Table 4 Higgins (e.g. 1987) 6 Aspects of Self-concept
The Self perspective (own):
How I  view m yself
The Others perspective (other):
How I  believe others view me
Actual: who I actually am Actual: how others think I actually am
Ideal: who I would ideally like to be Ideal: how others think I ideally would 
like to be
Ought: who I should or ought to be Ought: how others think I should or 
ought to be
The measure used for the current study (Appendix III) was closely based on Higgins’ 
original measure of self-discrepancy. It asks participants to provide up to 10 one-word 
attributes for each of the 6 aspects of self-concept. The measure takes approximately 10 
minutes to complete. Self-discrepancy scores were then calculated for the following pairs of 
self-state categories:
1. Actual-own and ideal-own
2. Actual-own and ought-own
3. Actual-own and ideal-other
4. Actual-own and ought-other
In addition, a total self-discrepancy score was calculated, by totalling the above 4 scores.
The measure was scored following Higgins (e.g. 1987) protocol. Adjectives that directly 
matched or synonyms, as determined by the Thesaurus, were scored as matches. Anonyms 
were scored as mismatches. Adjectives that were neither synonyms nor anonyms were
171
Major Research Project
recorded as non-matches. The self-discrepancy scores for the 4 pairs of self-states were 
determined by subtracting the matches from the mismatches. Scores could theoretically 
range from -10 to + 10 for each pair of self-states, with positive scores indicating more 
mismatches than matches, and negative scores indicating more matches than mismatches. 
Larger positive scores indicated a greater number of discrepancies, whilst greater negative 
scores indicated more matches.
3.3.3.1 Reliability and validity
As a non-standardised measure, there are no statistics available with respect to reliability and 
validity. However, the literature indicates that the measure has been used on both depression 
and anxiety samples, and appears to have good construct, convergent and discriminant 
validity (Strauman & Higgins, 1988). To determine inter-rater reliability for the current 
study, a sample of 20 questionnaires were scored by a second person. The results indicated 
good inter-rater reliability (r = .99, p < 0.01,2-tailed).
3.3.4 General administration
Together the three measures took approximately 35 minutes to complete.
3.4 Procedure
Clinical group participants were approached by their therapist and asked whether they would 
be interested in participating in a research study. They were given the information sheet to 
read (Appendix IV). If they agreed to participate, their name, address and GP details were 
forwarded to the researcher. On receipt, the researcher sent the questionnaires, a consent 
form (Appendix V), and an additional copy of the information sheet for further reference, 
directly to the participant’s home address by post, with a covering letter (Appendix VI). In 
addition, a letter was also sent to the participant’s GP informing them of the study 
(Appendix VII). Control group participants were approached by their GP by post. They 
were sent a covering letter (Appendix VIII), a copy of the information sheet (Appendix IX), 
a consent form, as above, and the three questionnaires.
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All participants were first asked to read the information sheet provided. The clinical 
participants had already read the information sheet when approached by their therapist If 
participants were happy to proceed, they were asked to read and sign the consent form, and 
to complete the questionnaires. Instructions were included on each questionnaire. They 
were asked to return the questionnaires and the signed consent form, directly to the 
researcher at the University of Surrey, in the pre-paid, addressed envelope provided. 
Participants were also asked to return any uncompleted questionnaires, so that these could be 
used again. If questionnaires were not returned within two weeks of being sent, another set 
of questionnaires were sent to the participants. On return, the questionnaires were separated 
from the consent form to maintain confidentiality and scored in accordance with the 
procedures discussed above.
3.5 Ethical considerations
The questionnaires were not considered traumatic or distressing in content and had been 
used in previous research studies with clinical participants. However, the questionnaires did 
ask some personal questions and self-concept or self-esteem can be upsetting topics, 
especially for those with a mental disorder. As a result, the following steps were used to 
mitigate any distress caused:
1. The covering letter and information sheet made it clear that participation was 
voluntary and did not influence the treatment provided to those in therapy.
2. Contact details of the principle investigator and the research and field supervisors 
were provided on the information sheet, if  the participants wanted to find out more 
about the study or if they wanted to speak to someone about distressing or difficult 
issues raised when answering the questionnaires.
3. Clinical group participants were advised to discuss any difficult issues with their 
therapist. Control group participants were advised to speak to their GP.
With respect to confidentiality, participants were not required to provide their names on the 
questionnaires. Participant names and addresses were recorded separately and filed in a 
locked filing cabinet. On receipt of the completed questionnaires and consent forms, the
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questionnaires were initially checked to ensure that the participant had not recorded anything 
that might indicate that they were at risk from harming themselves or others through 
psychological distress. If problems were noted, these would be discussed with the 
participant’s GP. This procedure was described in the information sheet. Consent forms 
were then separated from the questionnaires so that the questionnaires could no longer be 
associated with the participants’ names. All questionnaires and consent forms were filed in a 
locked cabinet.
3.6 Approval for research
The study was approved by the two Local Research Ethics Committee (Appendix X) 
covering the Primary Care Trusts (PCTs) from which all participants originated. In addition, 
the study was approved by the University Ethics Committee (Appendix XI). The study was 
also approved by the Medical Director and Caldicott Guardian within the Trust (Appendix 
XII). Finally, verbal approval was also received from the Trust’s R&D manager, the 
Clinical Directors of services used, and the GP practice used for recruiting the comparison 
group.
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4. RESULTS
The data were analysed using the computerised statistical package SPSS v.ll .  Both 
descriptive and statistical analyses were performed. Initial investigations indicated that data 
met criteria for normal distribution of data and therefore parametric tests were used 
throughout. Tests for homogeneity of variance were non-significant (p > 0.05) unless 
otherwise stated.
4.1 Self-esteem
It was hypothesised that people with depression would have lower self-esteem than people 
with OCD, who in turn would have lower self-esteem than people with no mental health 
problem.
As indicated in Table 5, the descriptive statistics indicated that both the depression and OCD 
groups had lower self-esteem compared to the comparison group. Furthermore, the OCD 
group had slightly lower self-esteem than the depression group.
Table 5 Descriptive statistics of self-esteem by group and
gender
Group Gender Mean Std. Dev. N
Depression Male 24.43 6.051 7
Female 21.75 6.824 12
Total 22.74 6.514 19
OCD Male 22.75 4.713 8
Female 20.50 5.155 8
Total 21.63 4.911 16
Control Male 32.00 2.769 7
Female 34.78 3.687 18
Total 34.00 3.629 25
Total Male 26.23 6.070 22
Female 27.66 8.496 38
Total 27.13 7.672 60
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Statistical analysis using two-factor ANOVA (group x gender) was used to further analyse 
the relationship between group and self-esteem. Gender was included in the analysis as 
whilst not significantly different (see Participants section), the groups were still quite 
different in terms of numbers of males and females.
The results indicated a significant main effect of group on self-esteem [F (2, 54) = 30.84, p < 
0.001, rj2 = .53]. However, there was no significant main effect of gender on self-esteem [F 
(1,54) = .27, p > 0.05, rj2 = .005] and no significant interaction effect between gender and 
group [F (2,54) = 1.75, p > 0.05, r|2 = .06]. This suggests that whilst there were significant 
differences in self-esteem between the depression, OCD and comparison groups, there was 
no difference in self-esteem between men and women.
Multiple comparisons of individual group differences using the Tukey HSD test (equal 
variances assumed) indicated significant differences between the comparison group and both 
the OCD and depression groups (p < 0.001). However, there was no difference between 
self-esteem scores for the depression and OCD groups (p > 0.05). These results are 
summarised below in Table 6.
Table 6 Multiple comparisons using Tukey HSD
Groups compared Mean
difference
Std Error Sig.
Depression & OCD 1.11 1.70 0.79
Depression & Comparison 11.26 1.52 0.000*
OCD & Comparison 12.38 1.60 0.000*
Note: * =  significant a tp  < 0.001 level
Consistent with the hypothesis, the depression group had significantly lower self-esteem 
compared to the comparison group. However, the results also found people with depression 
did not have significantly lower self-esteem than those with OCD.
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4.2 Multidimensional self-concept
4.2.1 Total self-concept
As with self-esteem, it was hypothesised that people with depression would have more 
negative self-concept than people with OCD, who in turn would have lower self-concept 
than people with no mental health problem.
As summarised in Table 7, the descriptive statistics indicated that both the depression and 
OCD groups rated themselves more negatively on the total self-concept measure than the 
comparison group. Furthermore, the OCD group rated themselves more negatively on the 
self-concept measure than the depression group.
T ab le 7 D escriptive statistics o f  tota l self-concept b y  group
and  gender
Group Gender Mean Std. Dev N
Depression Male 265.00 49.689 7
Female 237.75 41.966 12
Total 247.79 45.625 19
OCD Male 235.13 34.647 8
Female 222.00 39.042 8
Total 228.56 36.297 16
Control Male 293.57 17.261 7
Female 301.94 18.835 18
Total 299.60 18.453 25
Total Male 263.23 42.421 22
Female 264.84 47.745 38
Total 264.25 45.505 60
Statistical analysis using two-factor ANOVA (group x gender) indicated a significant effect 
of group on total self-concept [F (2,54) = 20.19, p < 0.001, r|2 = .43]. There was no 
significant effect of gender on total self-concept [F (1,54) = 1.34, p > 0.05, rj2 = .02] and no 
significant interaction effect between gender and group [F (2,54) = 1.35, p > 0.05, r|2 = .05], 
This suggests that whilst there were significant differences in total self-concept between the 
depression, OCD and comparison groups, there was no difference in total self-concept 
between men and women.
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Multiple comparisons of individual group differences using the Tukey HSD test (equal 
variances assumed) indicated significant differences between the comparison group and both 
the OCD and depression groups (p < 0.001), with both the clinical groups obtaining 
significantly lower total self-concept scores than the comparison group. However, there was 
no difference in total self-concept between the depression and OCD groups. These scores 
are summarised below in Table 8.
Table 8 Multiple comparisons using Tukey HSD
Groups compared Mean
difference
Std Error Sig.
Depression & OCD 19.23 11.41 .22
Depression & Comparison 51.81 10.24 .000*
OCD & Comparison 71.04 10.77 .000*
Note: * =  significant a t p  < 0.001 level
The results indicated that both people with depression and OCD rate their self-concept much 
more negatively than those with no mental health problem. However, there was no 
significant difference in total self-concept between the depression and OCD groups.
4.2.2 Self-concept sub-domains
No specific hypotheses were made regarding the sub-domains of the TSCS:2. However, a 
general research question was asked whether differences would occur between the 
depression and OCD group on each of the 6 sub-domains.
Further analysis of the main group effects on self-concept was carried out by looking at the 6 
sub-domains of self-concept on the TSCS:2: physical, moral, personal, family, social and 
work. Descriptive statistics (Table 9) indicated that for each sub-domain, both the 
depression and OCD groups rated their self-concept more negatively than the comparison 
group.
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T able 9 D escriptive statistics o f  self-concept sub-dom ains by group
Group M ean Std. Deviation N
TS C S  physical Depression 39.00 10.567 19
O C D 38.06 8.583 16
Control 54.68 5.154 25
Total 45 .28 11.308 60
TS C S  moral Depression 47.00 8.103 19
O C D 41.94 7.104 16
Control 51.00 3.851 25
Total 47.32 7.247 60
TS C S  personal Depression 38.37 9.221 19
O C D 33.00 8.656 16
Control 49 .44 3.874 25
Total 41 .55 10.028 60
T S C S  fam ily Depression 42.95 11.133 19
O C D 41.25 7.946 16
Control 48.80 6.069 25
Total 44.93 8.952 60
T S C S  social Depression 40.21 7.864 19
O C D 37.50 7.146 16
Control 48.96 4.903 25
Total 43.13 8.208 60
TS C S  work Depression 39.79 7.962 19
O C D 36.81 8.304 16
Control 46 .76 5.044 25
Total 41 .90 8.105 60
Note: control = comparison group
The differences between the 3 groups on the 6 sub-domains were further explored using 
MANOVA. The results indicated a significant main effect of group on the self-concept sub- 
domains [Pillai’s trace = 0.716, F (12,106) = 4.93, p < 0.001, rj2 = .36]. The Pillai’s trace 
statistic was used as it is regarded reliable for unequal groups sizes, when the Box statistic is 
non-significant (Field, 2000).
Further analysis of group effects on each sub-domain using ANOVAs indicated significant 
group effects on all 6 sub-domains at the p < 0.05 level, as summarised in Table 10.
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T able 10 Ind iv idual A N O V A s o f  group  effects on  the six  self-con cep t sub-dom ains
AN OVA F value df Sig. TJ2 Levene’s Sig.
Group/TSCS physical 28.80 2 ,57 0.000** .50 6.81 .002*
Group/TSCS moral 9.98 2 ,57 0.000** .26 3.06 .055
Group/TSCS personal 27.59 2 ,57 0.000** .49 11.46 .000**
Group/TSCSfamily 4.67 2 ,57 0.013* .14 4.76 .012*
Group/TSCS social 17.62 2 ,57 0.000** .38 3.13 .051
Group/TSCS work 11.14 2 ,57 0.000** .28 3.81 .028*
Note: * =  significant a tp  < 0.05 level, ** =  significant a tp  <  0.001 level
As the above table indicates, the Levene’s test for equality of error variance was significant 
for the physical, personal, family, and work sub-domains (p < 0.05). Post hoc multiple 
comparisons to explore the differences between groups for each self-concept sub-domain, 
were therefore carried out using the Dunnett C test, which is regarded as reliable when equal 
variances are not assumed (Green, Salkind & Akey, 1997). These are summarised in Table 
11 below.
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Table 11 Multiple comparisons using Dunnett C 
(equal variances not assumed)
Self-concept
sub-domain
Groups compared Mean
difference
Std. Error Sig
TSCS physical Comparison-Depression 15.68 2.63 s*
Comparison-OCD 16.62 2.38 s*
Depression-OCD .94 3.24 NS
TSCS moral Comparison-Depression 4.00 2.01 NS
Comparison-OCD 9.06 1.94 s*
Depression-OCD 5.06 2.57 NS
TSCS personal Comparison-Depression 11.07 2.25 s*
Comparison-OCD 16.44 2.30 s*
Depression-OCD 5.37 3.03 NS
TSCS family Comparison-Depression 5.85 2.83 NS
Comparison-OCD 7.55 2.33 s*
Depression-OCD 1.70 3.24 NS
TSCS social Comparison-Depression 8.75 2.05 s*
Comparison-OCD 11.46 2.04 s*
Depression-OCD 2.71 2.54 NS
TSCS work Comparison-Depression 6.97 2.09 s*
Comparison-OCD 9.95 2.31 s*
Depression-OCD 2.98 2.77 NS
Note: * =  significant a t p  < 0.05 level.
The above indicates that for each self-concept sub-domain, the significant group effects were 
related to differences between the comparison group and the depression and/or OCD groups, 
with the clinical groups obtaining significantly lower self-concept scores compared to the 
comparison group. For the physical, personal, social and work sub-domains, significant 
differences were found between the comparison groups and both the depression and OCD 
groups. However, for the moral and family sub-domains, significant differences were only 
found between the comparison group and the OCD group. There was no difference between 
the comparison and depression groups on these sub-domains. Furthermore, there were no 
significant differences between the depression and OCD groups for any of the self-concept 
sub-domains.
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The results suggest that the OCD group rated their self-concept significantly more negatively 
than the comparison group on all 6 sub-domains of self-concept. However, the depression 
group rated their self-concept significantly more negatively than the comparison group on 
only 4 of the sub-domains (physical, personal, social and work). For the moral and family 
sub-domains, there was no difference between depression and the comparison groups.
4.3 Self-discrepancy
4.3.1 Total self-discrepancy
It was hypothesised that both the depression and OCD groups would have a greater number 
of total self-discrepancies, irrespective of ideal/ought category, compared to the comparison 
group.
As summarised in Table 12, the descriptive statistics indicated that both the clinical groups 
obtained more total self-discrepancies than the comparison group, with the OCD group 
obtaining more total self-discrepancies than the depression group.
Table 12 Descriptive statistics of total self-discrepancy 
by group and gender
Group Gender Mean Std. Dev. N
Depression Male .86 11.349 7
Female 11.25 4.751 12
Total 7.42 9.125 19
OCD Male 7.25 9.852 8
Female 13.50 7.348 8
Total 10.37 8.995 16
Control Male -2.43 5.192 7
Female -3.61 7.625 18
Total -3.28 6.943 25
Total Male 2.14 9.712 22
Female 4.68 10.387 38
Total 3.75 10.137 60
Statistical analysis using two-factor ANOVA (group x gender) indicated a significant main 
effect of group on total self-discrepancy [F (2,54) = 14.37, p < 0.001, rj2 = .35]. There was
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also a significant main effect of gender on total self-discrepancy [F (1,54) = 5.93, p < 0.05, 
r|2 = . 10], but no significant interaction effect between gender and group [F (2,54) = 2.73, p > 
0.05, rj2 = .09]. This suggests that there was a significant difference in self-discrepancy 
between groups (see below), and also between men and women, with women reporting more 
self-discrepancies than men.
Further post hoc analysis using Tukey HSD multiple comparisons indicated significant 
differences between the comparison group and both the depression and OCD groups, but no 
difference in total self-discrepancy between the OCD and depression groups. These results 
are summarised below in Table 13.
Table 13 Multiple comparisons using Tukey HSD
Groups compared Mean
difference
Std Error Sig.
Depression & OCD 2.95 2.62 0.50
Comparison & Depression 10.70 2.35 0.000*
Comparison & OCD 13.65 2.48 0.000*
Note: * =  significant a tp  < 0.001 level
4.3.2 Different self-discrepancy categories
Consistent with previous research, it was hypothesised that people with depression would 
have greater discrepancies on the actual-ideal categories, whilst people with OCD would 
have greater discrepancies on the actual-ought categories.
Further analysis of this hypothesis was carried out by looking at the 4 self-discrepancy 
categories: actual-own/ideal-own; actual-own/ought-own; actual-own/ideal-other and actual- 
own/ought-other in the 3 groups. Descriptive statistics indicated that for each self­
discrepancy category, the clinical groups obtained more self-discrepancies compared to 
comparison group. Furthermore, the OCD group obtained more self-discrepancies on all 
categories compared to the depression group. These results are detailed in Table 14 below.
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T able 14 D escriptive statistics o f  n u m b er o f  d iscrepancies  
by self-d iscrepancy category an d  group
Group Mean Std. Deviation N
Actual-own/ideal own Depression 2.74 3.106 19
O CD 3.56 2.966 16
Control -1.16 2.561 25
Total 1.33 3.530 60
Actual-own/ought-own Depression 2.21 3 .084 19
O CD 2.63 2 .778 16
Control -1.36 2 .660 25
Total .83 3 .356 60
Actual-own/ideal-other Depression 1.05 2 .368 19
O CD 2.31 2.024 16
Control -.32 1.492 25
Total .82 2 .198 60
Actual-own/ought-other Depression 1.42 1.895 19
O CD 2.12 2.247 16
Control -.40 1.414 25
Total .85 2 .098 60
The relationships between the 3 groups and the 4 self-discrepancy categories were further 
explored using MANOVA. The results indicated a significant main effect of group on the 
self-discrepancy categories [Pillai’s trace = 0.452, F (8,110) = 4.01, p < 0.001, r|2 = .23]. 
However, the Box’s test of equality of covariance was significant [Box’s M = 43.71, F (20, 
9021) = 1.95, p < 0.01]. This test is relevant where different sample sizes are used, as in this 
case (Field, 2000). Whilst it is possible to remove cases in order to reduce variation, this 
reduces power (Field, 2000). For the current study, it was decided to leave the data 
unchanged to ensure accurate and exact reporting of results.
Further analysis was therefore carried out using individual ANOVAs, indicated in Table 15. 
This indicated a significant main effect of group on each of the 4 self-discrepancy categories 
at the p < 0.001 level.
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T able 15 In d iv idual A N O V A s o f  group  effects on n u m b er 4 self-d iscrepancy categories
AN OVA F value df Sig. r\2 Leveneys Sig.
Group/actual-own/ideal-own 16.76 2,57 0.000** .37 0.455 0.637
Group/actual-own/ought-own 12.96 2,57 0.000** .31 0.212 0.810
Group/actual-own/ideal other 9.13 2,57 0.000** .24 1.927 0.155
Group/actual-own/ought-other 10.78 2,57 0.000** .27 3.658 0.032*
Note: * =  -significant a tp  < 0.05 level, ** =  significant a tp  < 0.001 level
Post hoc multiple comparisons were carried out to explore the differences between groups 
for each self-concept sub-domain, using Tukey HSD (equal variances assumed) and Dunnett 
C (equal variances were not assumed). These are summarised below in Table 16.
T able 16 M ultip le com parisons
Self-discrepancy self- 
state
Groups compared Mean
difference
Std. Error Sig
Actual-own/ideal-own C om parison-D epression 3.90 0.87 0.000
C om parison-O C D 4.72 0.91 0.000
Depression-OCD 0.83 0.97 0.671
Actuai-own/ought-own C om parison-D epression 3.57 0.86 0.000
C om parison-O C D 3.99 0.91 0.000
Depression-OCD 0.41 0.96 0.903
Actual-own/ideal-other Comparison-Depression 1.37 0.59 0.061
C om parison-O C D 2.63 0.62 0.000
Depression-OCD 1.26 0.66 0.146
Actual-own/ought-other C om parison-D epression 1.82 0.52 S*
C om parison-O C D 2.52 0.63 s  *
Depression-OCD 0.70 0.71 N S
Note: * =Dunnett C  test significant a t p  < 0.05 level
The above indicates that for each of the 4 self-discrepancy categories, the significant group 
effects were related to differences between the comparison group and the depression and/or 
OCD groups, with the comparison group obtaining significantly lower self-discrepancy 
scores compared to the clinical groups. Contrary to the hypothesis, there were no 
differences between the depression and OCD groups for any of the self-concept sub-
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domains. In particular, the depression group did not have greater discrepancies on the 
actual-own/ideal categories, and the OCD group did not have greater discrepancies on the 
actual-own/ought categories. Furthermore, for the actual-own/ideal-other category 
significant differences were only found between the comparison group and the OCD group, 
but not between the comparison and depression groups.
4.4 Additional exploratory analysis
Further correlational analysis was carried out to explore the relationships between the 3 
measures of self-concept. The results are summarised in Table 17.
Table 17 Pearson Correlations between each self-concept measure
Self-esteem TSCS total self- 
concept
Overall self­
discrepancy
Self-esteem 1 .857* -.602*
TSCS total self- 
concept
.857* 1 -.666*
Overall self­
discrepancy
-.602* -.666* 1
* Pearson correlation significant a t p  < 0.01 level.
The results indicated significant correlations between all of the 3 self-concept measures at 
the p < 0.01 level.
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5. DISCUSSION
5.1 Summary of aims
The overall aim of the current study was to determine whether self-concept using three self- 
concept measures: a measure of self-esteem, a multidimensional measure of self-concept, 
and a self-discrepancy measure, was implicated in depression and OCD and, if  so, whether 
specific differences in terms of multidimensional self-concept and self-discrepancy could 
differentiate the two disorders.
5.2 Discussion of results
5.2.1 Self-esteem
It was hypothesised that based on previous research people with depression would score 
significantly lower on self-esteem than those in the comparison group. It was also 
tentatively predicted that people with OCD would have lower self-esteem than the 
comparison group, but higher self-esteem than people with depression, largely because the 
literature mostly discusses self-esteem in terms of depression.
The results of the current study indicated that as predicted, people in the depression group 
scored significantly lower on self-esteem compared with people with no mental disorder. 
This finding is consistent with numerous previous studies that have found depression to be 
closely associated with low self-esteem (see Dykman & Abramson, 1990; Tarlow & Haaga, 
1996). However, the current study found that the OCD group also scored significantly lower 
on self-esteem compared to the comparison group, and whilst not statistically significant, the 
self-esteem scores for the OCD group were even lower than those of the depression group. 
This suggests that low self-esteem is not just associated with depression, but also with OCD, 
and to a similar degree. This finding is consistent with a recent study by Guillon, Crocq & 
Bailey (2003) who compared self-esteem in adolescents with a number of psychiatric 
disorders to a control group. They found that overall the psychiatric group scored lower on 
self-esteem than the control group. Furthermore, whilst people with depression had the
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lowest scores on self-esteem, they did not differ significantly from people with anxiety, 
psychotic or personality disorders. This further suggests that low self-esteem is implicated 
in a number of mental health problems. Before discussing this further, the results of the self- 
concept measure are considered.
5.2.2 Total self-concept
The current study hypothesised that based on previous research, people with depression 
would score lower than the comparison group on a measure of self-concept. As with self­
esteem, it was tentatively predicted that people with OCD would have lower self-concept 
scores than the comparison group, but higher self-concept scores than people with 
depression. A general research question was asked with respect to whether differences 
existed between people with depression and OCD, on the different sub-domains of the self- 
concept scale.
The results indicated that as predicted, people in the depression group scored significantly 
lower on the total self-concept measure compared to the comparison group. This suggests 
that people with depression have a more negative view of themselves compared to those 
with no mental health disorder. This finding is consistent with a number of previous studies 
(e.g. Beck et al., 1990; Dykman & Abramson, 1990; Tarlow & Haaga, 1996). However, the 
results also indicated that people in the OCD group scored significantly lower on the total 
self-concept measure than the comparison group. Furthermore, similar to the findings for 
self-esteem, the OCD group scored even lower on total self-concept than the depression 
group, although this difference was not significant. This suggests that negative self-concept 
is related to both OCD and depression, and in this study, to a similar degree. More 
specifically, people with OCD are just as likely to have a negative self-concept than those 
with depression.
In the first instance, the results for self-esteem and total self-concept suggest that the same 
problems with self-concept that apply to people with depression may apply to people with 
OCD. Bhar & Kyrios (1999) found that people with depressive and obsessive-compulsive 
symptoms shared a number of cognitive vulnerabilities, including cognitive and personality
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styles associated with autonomy, sociotropy, perfectionism and need for social approval. 
Whilst not specified in terms of self-concept, all these cognitive styles have elements of self­
beliefs, suggesting that depressive and obsessive-compulsive pathology may be associated 
with similar self-concept patterns. However, this study was carried out on non-clinical 
participants, and thus it is not clear whether similar results would occur in clinical samples.
The tri-partite model of anxiety and depression (e.g. Clark & Watson, 1991; Clark, Steer & 
Beck, 1994) proposes that depression and anxiety have both common and distinct features. 
In particular, depression and anxiety share a common distress factor, called negative 
affectivity, as well as self-critical thoughts and a general negative view of the self. The 
similar results for self-esteem and total self-concept in both the depression and OCD groups 
may reflect this common area of affect and cognition between depression and anxiety. 
Indeed, it is possible that all mental health problems are associated with a general and 
universal problem with self-concept, such as general distress or low self-worth (Segal 1988). 
However, the total self-concept measure of the TSCS:2 and the self-esteem measure, only 
indicate that both people with depression and OCD have more negative views of themselves 
generally. They do not indicate differences in dimensions of self-concept. More specific 
differences between the two clinical groups were considered by analysing the 6 sub­
dimensions of the TSCS:2 (Fitts & Warren, 1996a&b).
5.2.3 Self-concept sub-domains
The TSCS: 2 (Fitts & Warren, 1996a&b) measures 6 sub-domains of self-concept: physical, 
personal, social, moral, family and academic/work. The results of the current study 
indicated that in all domains, people with depression and OCD had more negative self- 
concept than the comparison group. Specifically, there were significant differences between 
the comparison group and both the depression and OCD groups for physical, personal, social 
and work domains, with no differences between the depression and OCD groups. This 
indicates that for these domains, the depression and OCD groups have similar negative self- 
concept. However, for the moral and family sub-domains, only the OCD group had 
significantly more negative self-concept in relation to the comparison group. This indicates
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a qualitative difference between depression and OCD in terms of content of self-beliefs, and 
may indicate differences in self-concept.
Cognitive theories of psychopathology propose that cognitive content is specific to each 
disorder (Beck et al., 1987). Whilst not explicit on self-concept, cognitive content involves 
many beliefs about the self, and thus differences in self-beliefs or self-concept are likely to 
occur between different disorders. Research has consistently associated depression with 
negative self-beliefs associated with personal loss, worthlessness, self-criticism and failure 
(Dykman & Abramson, 1990; Haaga et al., 1991). However, few have made explicit 
connections between self-concept and OCD. A number of different self-beliefs have been 
associated with OCD, including perfectionism and an over-valued sense of responsibility 
(Wells, 1997). Salkovskis (e.g. 1985, 1989) argued that as with other anxiety disorders, 
people with OCD experience intrusive thoughts about threats and dangers, which are 
unlikely to occur. Anxiety is associated with an individual’s appraisal of those thoughts, 
such as the perceived sense of being able to cope. However, people with OCD also interpret 
obsessional thoughts as indicating that they are personally responsible for an event or action 
resulting in harm, and must therefore act to prevent this (e.g. Salkovskis et al., 2000). Thus 
the self-belief systems of people with OCD may combine the beliefs generally associated 
with anxiety, such as being able to cope with threats, with an overvalued sense of personal 
responsibility. This further suggests that people with OCD have different self-beliefs to 
those with depression.
As discussed above, the tri-partite model of anxiety and depression (e.g. Clark & Watson, 
1991; Clark, Steer & Beck, 1994), also proposes differences between the cognitions 
associated with depression and anxiety. Whilst depression and anxiety share negative 
affectivity, self-critical thoughts and a general negative view of the self, anxiety is uniquely 
associated with the presence of hyperarousal, in relation to perceived ability to cope, whilst 
depression is uniquely associated with the lack of positive affectivity.
The results of the self-concept sub-domains may reflect both common and different areas 
between depression and OCD, as suggested by the above cognitive models. In particular,
190
Major Research Project
similarities between depression and OCD on the physical, personal, social and work 
domains, may represent shared areas associated with general negative affectivity, whilst the 
differences uniquely associated with OCD on the moral and family domains may reflect the 
specific cognitive content associated with OCD. Looking at the beliefs included in each 
domain in more detail, the physical, personal, social and work domains tend to reflect beliefs 
associated with personal goals and ideals. In contrast, the moral domain is associated with 
beliefs regarding moral obligations and appropriate behaviours towards others. The family 
domain appears related to adequacy of relationships with other family members. Thus these 
two domains appear qualitatively different in terms of how one interacts and behaves with 
others. Negative self-concept in these domains may suggest a sense of inadequacy in terms 
of doing the right thing in relation to societal, moral and family obligations and expectations. 
In some ways this may reflect Salkovskis (e.g. 1985, 1989) theory regarding over-valued 
responsibility, in that the individual may overvalue the need to do the right thing or take 
responsibility, but in doing so devalue their ability to do so. Furthermore, this responsibility 
may relate more to those people close to the individual, such as family. However, the 
relationship is a tentative one and considerably more thought and research is needed into 
self-belief systems associated with different mental disorders.
5.2.4 Self-discrepancy
The current study hypothesised that in line with previous research both clinical groups would 
have more overall self-discrepancies compared to the comparison group. The results 
supported this hypothesis, with both the depression and OCD groups producing significantly 
more overall self-discrepancies. This is consistent with the general discrepancy theories of 
self-concept, whereby differences in beliefs about who we actually believe ourselves to be 
and who we think we should be can lead to psychological discomfort.
The current study also hypothesised that, as with previous findings (e.g. Higgins et al., 1985; 
Strauman & Higgins, 1988; Scott & O’Hara, 1993), depression would be associated more 
with actual-own/ideal discrepancies, whilst OCD, as an anxiety disorder, would be 
associated more with actual-own/ought discrepancies. SDT argues that discrepancies 
between the actual-own/ideal states lead to the sense that one’s hopes and dreams could not
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be achieved, or that the individual does not live up to the hopes of a significant other. This 
results in dejection-related emotions, such as shame and embarrassment. In contrast, 
agitated-related emotions are more likely to arise with discrepancies between actual- 
own/ought states, as a person feels that their actual state does not live up to the state that the 
person, or a significant other, believes they are morally or socially obliged to be. This 
results in feelings, such as guilt, worry, expectation of punishment and feelings of fear and 
being threatened (Higgins et al., 1985; Higgins, 1987).
The results of the current study, however, did not find support for this difference. In fact, 
there was little to differentiate the two clinical groups, with both the depression and OCD 
groups reporting significantly more self-discrepancies on all types of self-discrepancy than 
the comparison group, with the exception of the actual-own/ideal-other category, whereby 
only the OCD group was significantly different to the comparison group, representing a 
discrepancy opposite to that proposed by SDT. The difference between the depression and 
comparison group was non-significant. Thus OCD, as an anxiety disorder, was not more 
related with ought self-discrepancies, and depression was not more related to the ideal self­
discrepancies.
The inability to replicate this pattern is not specific to this study. Tangney, Niedenthal, 
Covert & Barlow (1998) attempted to determine whether different self-discrepancies were 
related to distinct emotional clusters, specifically feelings of guilt (agitation) and shame 
(dejection). Contrary to the SDT, they found that feelings of shame were associated with all 
types of self-discrepancy, whilst guilt was not related to any of the self-discrepancies. 
Gramzow et al. (2000) found similar results. Furthermore, they proposed different emotion 
relationships with self-discrepancies, whereby the actual/ideal discrepancy was related to 
social anxiety, social withdrawal and a tendency to over-control, whilst the actual/ought 
discrepancy was related to hostility and under-control. Thus the relationship between self­
discrepancy, depression and anxiety may not be as clear as first indicated.
The current study appears to be the first time self-discrepancy has been considered in OCD. 
It makes the assumption that OCD will perform similarly to other anxiety disorders, such as
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social phobia. However, as discussed previously, OCD has a distinct behavioural and 
cognitive profile, and therefore it is quite possible that a different pattern of self­
discrepancies would exist. Salkovskis (1985) suggested that OCD was associated with 
feelings such as blame, shame, and guilt, feelings associated with both the emotional 
clusters proposed by SDT. If  specific emotions are indicative of specific self-discrepancies, 
this would suggest that people with OCD would have self-discrepancies associated with both 
the ideal and ought self-states, as indicated by the results of the current study. In addition, it 
is possible that other self-states, such as the possible self (Markus & Nurius, 1986) or the 
feared self (Carver, Lawrence & Sheier, 1999) could be related to OCD. However, further 
research is required to further explore these and other self-discrepancy relationships with 
psychopathology.
5.3 Critique
5.3.1 Co-morbidity between depression and OCD
An alternative explanation for the findings of the current study is that the self-concept 
measures used were only detecting factors related to the presence of depression in both 
clinical groups. As with other anxiety disorders, the co-morbidity between depression and 
OCD is high. Recent studies suggest that up to 45% of people with OCD also experience 
depression (e.g. Farid, 1986), often as a secondary effect of the symptoms associated with 
OCD. Furthermore, there may be interactive effects between obsessive-compulsive and 
depressive symptoms, with low mood contributing further to frequency and salience of 
intrusive negative thoughts (see Bhar & Kyrios, 1999). Thus the similar results for both 
depression and OCD groups on most of the measures may simply reflect high levels of 
depression in both groups.
The recruitment criteria for the OCD group attempted to mitigate this risk, by excluding 
those with depression. However, other than diagnostic criteria and clinical interview, no 
other measures of depression or OCD were used. Whilst it may have been easier to 
determine relatively ‘pure’ depression (i.e. without OCD symptoms), as many OCD
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symptoms are relatively overt, disentangling OCD from secondary depression may have 
been more difficult. Thus, despite aiming for relatively pure presentations of depression and 
OCD, it is possible that there was some co-morbidity, especially for the OCD group. Further 
studies will need to control more effectively for depression to ensure that similarities or 
differences in results can be accurately attributed to the different disorders.
5.3.2 Diagnosis and severity
It is possible that participants did not have an accurate or clear diagnosis of either depression 
or OCD. Furthermore, despite meeting diagnostic criteria, there may have been variability 
of severity of symptoms between groups. Diagnosis for both groups was based on DSM-IV 
diagnostic criteria, assessed during clinical interview carried out by a clinical psychologist or 
clinical nurse specialist. This was the standard assessment procedure for the two services 
used, and the same procedure was used for both depression and OCD groups. It is therefore 
likely that some diagnostic discrepancies would have affected both groups. Severity of 
symptoms was not measured, and it is possible that differences in self-concept may have 
been influenced by differences in severity between groups. However, again it is likely that a 
comparable range of severity would have occurred in both groups.
Additional screening measures such as the Symptom Checklist (SCL-90-R, Derogatis, 1975) 
could have provided more information on diagnosis and co-morbid symptoms (see above). 
In addition, severity of symptoms could have been assessed using further questionnaires, 
such as the Beck Depression Scale (BDI-II; Beck, 1996). Analysis could then consider the 
relationship between severity of symptoms and self-concept measures. However, it is 
always important to balance the use of additional questionnaires against participants’ 
willingness to complete them and ethical considerations, such as asking people with mental 
health problems to complete increasing numbers of questionnaires. However, future studies 
could include additional screening measures to further clarify diagnosis and severity.
5.3.3 Effects of medication
Another factor potentially influencing the results may be the use of medication. Many of the 
participants with depression are likely to have been using antidepressants, which can have a
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considerable effect on low mood and negative thinking patterns. Subsequently, the measures 
used may not have been tapping into self-concept cognitions associated with a truly 
depressed state. Thus the scores associated with depression may have been understated and 
differences between clinical groups reduced. However, if dysfunctional self-beliefs are a 
cause of depression, as argued by Beck and other cognitive theorists, problems with self- 
concept should still be apparent irrespective of use of antidepressants. The question is 
whether they are less accessible with improved mood. Data on medication was not available 
for the current study, and therefore not included in the analysis. However, future studies 
should consider the effects of medication on symptoms and accessibility of negative self­
beliefs.
5.3.4 Effects of treatment
Another factor that may have influenced the results was the variation in treatment duration 
of participants. It was originally intended to only recruit from those who had recently started 
treatment. However, difficulties in recruitment resulted in inclusion criteria being extended 
to all those in treatment who continued to present with symptoms consistent with diagnostic 
criteria, irrespective of treatment duration. This resulted in a wide range of treatment 
durations. As the treatment used for both groups was largely cognitive behaviour therapy, 
aimed specifically at altering dysfunctional beliefs, it was possible that treatment had already 
started to influence the way participants thought about themselves. Consequently, the results 
may have reflected changes in self-concept due to intervention.
Analysis of differences in number of sessions between clinical groups indicated that people 
in the OCD group had had significantly more sessions than those in the depression group. 
However, further analysis indicated that there was no significant relationship between 
number of sessions and scores on any of the self-concept measures, indicating that number 
of sessions was not a factor in these results. Furthermore, whilst not significantly different, 
the OCD group scored lower on self-esteem and self-concept measures, and higher on self- 
discrepancy measures than the depression group, despite having more sessions. However, in 
future studies participants should be recruited prior to treatment, to control for the effects of 
treatment.
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5.3.5 Measuring self-concept
One of the key problems of researching self-concept is measuring a construct that has not yet 
been adequately or comprehensively defined (Wylie, 1979). As discussed previously, 
despite over a century of discussion within the school of psychology, there remains little 
consensus with regard to what self-concept actually comprises, and definitions are at best 
descriptive rather than defining. Furthermore, many have suggested aspects of self-concept, 
but few have attempted to pull together these aspects into a comprehensive model, and the 
multi-dimensional models that do exist are likely to be incomplete. Indeed, Gramzow and 
colleagues concluded that: “a researcher wishing to examine the self and emotional distress 
stirs up a cloudy pool of theoretical constructs” (Gramzow et al., 2000; p. 188).
Research, including the current study, tends to avoid the issue of definition, instead focusing 
on the smaller aspects of the whole. This has important implications for research. In 
particular, one of the basic principles of questionnaire or scale design is a clear definition of 
what is being measured (Shaughnessy & Zechmeister, 1997); only then can the results be 
regarded as reliable and valid measure of the relevant construct. However, many of the 
existing self-concept measures used to explore the relationship between self-concept and 
psychological well-being are based on incomplete definitions, and have little or poor 
theoretical basis or empirical validation (Wylie, 1974). Furthermore, despite the 
development of more complex and sophisticated models of self-concept, many measures still 
reflect a more simplistic and basic idea of self-concept and, whilst differentiated by name or 
theory, often appear to measure similar things (Wylie, 1974; 1979; Gramzow et al., 2000).
This raises important questions in terms of validity, reliability and usefulness of current self- 
concept research. Without a complete and accurate definition of self-concept, research can 
only provide an incomplete glimpse of how self-concept is implicated in factors such as 
human behaviour and mental health. Nonetheless, I would argue that despite being 
incomplete, this research still remains useful, as some information is better than none, and 
highlights further areas of study. The current study uses existing measures, which consider 
only certain aspects of self-concept: self-esteem, specific domains of self-concept, and self­
discrepancy on actual, ideal and ought categories. It is not suggested that these cover all
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aspects of self-concept, even when using current definitions of the construct. However, the 
current study does provide useful insights into depression and OCD, and raises further 
questions for future studies.
In terms of definition, some argue that a definition of self-concept is not possible, as aspects 
of the self-concept are unconscious or immeasurable (see Epstein, 1973). Indeed, it is 
accepted that some aspects of self-concept are changeable and fluid. For example, self- 
concept is determined by cultural, social, contextual and temporal factors, and thus dynamic 
(e.g. Markus & Wurf, 1987; Demo, 1992). Furthermore, many aspects of self-concept are 
unique to the individual, such as individual beliefs and experiences. However, research does 
suggest that some general features of self-concept may be common to many, for example, 
that people with depression a more likely to have self-beliefs that are negative and self- 
critical, whilst people with anxiety disorders are more likely to have beliefs associated with 
threats. I would argue therefore that any definition of self-concept would need to account 
for both the relatively stable and fluid aspects of self-concept. Whilst complicated, this does 
not prevent a more accurate description of self-concept from being sought, and further 
research is needed to understanding the fundamental building blocks of self-concept. This is 
particularly important when the term ‘self-concept’ is so frequently used in clinical practice.
5.3.5.1 Measuring different or similar aspects o f self-concept
The results of the current study were consistent irrespective of self-concept measure used. 
Furthermore, all three measures were highly correlated. In the first instance, this 
reassuringly suggests that all measures were considering similar factors, i.e. those associated 
with self-concept. However, it also suggests that they were measuring the same factor. As 
discussed previously, whilst self-concept and self-esteem can be differentiated conceptually, 
self-knowledge and evaluation of self-knowledge are inextricably linked and difficult to 
separate. Both are likely to contribute to the overall self-concept, and, practically, both are 
used to mean the same thing.
In terms of specific measures, there is little to differentiate the Rosenberg (1979) Self-esteem 
Scale and the TSCS:2 in terms of content. Both include a series of statements reflecting self­
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beliefs and evaluations, and thus the self-esteem score and the total self-concept score both 
indicate global self-regard. However, the TSCS:2 differs by including a much more 
comprehensive list of statements, which can be allocated into different domains of the self, 
thus reflecting self-beliefs in specific areas. The self-discrepancy, as a measure of beliefs 
about the actual self against self-guides, is to a large degree a measure of self-evaluation and 
thus self-esteem (Higgins, 1987). Thus these measures make little or no differentiation 
between self-concept and self-esteem, despite different names. Similar issues were raised by 
Greenwald, Bellazza & Banaji (1988) during a study that compared various self-concept 
measures, including an open-ended self-knowledge questionnaire and a self-esteem measure. 
They concluded that “self-esteem is a pervasive component of measured self-concept” 
(p.34), even for measures that were not specifically related to self-esteem.
5.3.5.2 Sensitivity o f measures to detect different psychopathology 
The measures used may not have been sufficiently sensitive to detect differences associated 
with different psychopathology. Many structured self-concept measures, such as the TSCS- 
2, are largely developed using a normal population. They may therefore not accurately 
measure beliefs or attitudes associated with dysfunctional thinking patterns found in clinical 
samples. Few self-concept measures have been developed specifically to consider the 
relationship between differences in self-concept and psychopathology (Beck et al., 1990), or 
been developed using clinical samples.
In addition, self-concept has traditionally been associated with depression, and thus 
measures have been more widely used and thus validated on depression samples. As 
previously discussed, there has been surprisingly little research on self-concept in OCD. 
Consequently, it is difficult to determine whether the measures used can accurately 
discriminate between the two disorders, or indeed, any disorder. This is more likely in view 
of the very different clinical presentations that these disorders have, with depression having 
a more explicit relationship with self-criticism and negative self-concept. The relationship 
with OCD is much less clear theoretically, and may need very different measures to detect 
problems in self-concept, for example, those that measure personal responsibility or ability 
to cope in the face of danger. Furthermore, existing cognitive theory may not be the most
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sensitive or valid framework with which to consider the role of self-concept in 
psychopathology (Segal, 1988). Other dimensions of the self could be considered, such as 
self-complexity, self-efficacy, or self-consciousness. Having said this, the current study did 
suggests that whilst the depression group was significantly different to the comparison group 
on 4 sub-domains, the OCD group was different to the comparison group on all 6 sub- 
domains, and thus the groups used were to some degree different in terms of self-concept, 
and the measures sufficiently sensitive to detect these differences.
5.3.5.3 Validity and reliability of self-discrepancy measure
Some additional difficulties were noted in terms of validity and reliability of measures used. 
With respect to the self-discrepancy measure in the current study, some adjectives provided 
by participants were slang, psychological or emotional words that were not included in the 
Thesaurus, and therefore were more difficult to score. Some participants appeared to find it 
difficult to provide more than a few words, and tended to repeat themselves. Furthermore, 
participants appeared to include less adjectives in the later sections, as if  they found it 
difficult or laborious to complete so many different sections. Thus matches or mismatches 
may have been influenced by the number of adjectives provided, and the position of self­
state category on the questionnaire. As the ‘ought’ categories were last on the 
questionnaires, the number of adjectives provided may have been the result of the 
respondent running out of things to write, thus influencing the accuracy and validity of this 
measure. Finally, of the feedback received, it appeared that for each section, e.g. “who you 
actually are”, or “who you ideally would like to be”, some participants felt that the question 
indicated that different adjectives needed to be provided, again affecting matches and 
mismatches. However, as the same questionnaire was used for all groups, these factors 
would have affected all groups equally, and thus not necessarily influenced differences 
between groups. Nonetheless, further studies should rotate the order of self-categories to 
ensure that order effects do not influence completion of the questionnaires.
5.3.6 Sample size
Despite finding significant results, the sample size for the current study was relatively small. 
An increased sample size is likely to improve reliability of the results. The number of
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participants was limited by a number of factors. These included limited availability of 
participants presenting with relatively ‘pure’ depression or OCD, and not other significant 
co-morbid presentations, such as anxiety. Participant numbers were also limited by 
willingness to engage in the research. Many potential participants who met the inclusion 
criteria chose not to participate. In addition, of those who did agree to participate, 
approximately 30% did not return questionnaires. Recruitment of clinical samples is 
difficult, as the tasks of completing questionnaires can be more difficult for people with 
mental health problems.
5.3.7 The question of causality
Whilst research clearly indicates that self-concept and depression are linked, it remains 
difficult to determine whether negative self-concept is a causal factor in depression or a 
result of depression. The same would apply to the relationship between self-concept and 
OCD. Intuition and clinical experience would suggest that both factors are valid. In 
particular, people with mental health problems often have a developmental history consistent 
with the development of a negative self-concept (e.g. Brown et al., 1986; Higgins, 1989; 
Haugen & Lund, 2002). However, research has found it notoriously difficult to demonstrate 
the causal role of the self in depression (see Segal, 1988; Alloy et al., 1997) and other 
psychopathology, and the current study is no exception.
Strauman & Kolden (1997) proposed that the relationship between self-concept and 
depression was likely to involve ‘reciprocal causality’, with bi-directional processes between 
self-concept and depressive symptomatology. In other words, problems with self-concept 
cause depression, and depression results in problems with self-concept. Indeed research 
indicates that people with mental health problems are more likely to experience low self­
esteem, as a result of having a mental health problem. In particular, the negative symptoms 
of mental health problems (e.g. panic attacks, repetitive checking) are likely to result in 
considerable self-criticism and low self-esteem. Furthermore, mental health problems 
continue to be associated with negative social evaluations and stigma (e.g. Link, 1987; 
Fennell, 1997). Consequently, it is difficult to determine whether the relationship between 
self-concept and depression and OCD is causal or consequential.
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5.4 Clinical implications
Notwithstanding the above limitations, the results of the current study suggest that problems 
with negative self-concept are as prevalent in people with OCD as in depression. In 
particular, both the depression and OCD groups had significantly lower self-esteem, more 
negative self-concept and greater number of self-discrepancies, compared to a comparison 
group of people with no mental health problems. This suggests that negative self-concept is 
relevant to both disorders. Analysis of the sub-domains of the TSCS:2 indicated both 
similarities and differences between the depression and OCD groups, suggesting that these 
disorders may overlap in some areas of self-concept, but also that the OCD group appeared 
to have more specific problems with certain areas of self-concept, specifically those 
associate with moral and family factors. However, this area requires further research to 
clarify similarities and differences.
These results have a number of important clinical implications in terms of treatment. Whilst 
cognitive-behavioural treatments of depression already address negative self-beliefs, 
treatment for OCD tends to address management of intrusive thoughts in general, and 
prevention of compulsive behaviours, using behavioural techniques, such as exposure and 
response-prevention (e.g. Wells, 1997; Hawton, Salkovskis, Kirk & Clark, 1989). However, 
treatment for OCD may also need to directly tackle issues relating to negative self-concept, 
whether this is directly related to OCD, or a result of secondary depression. This is 
particularly important where low mood associated with negative self-concept may 
antagonise other OCD symptoms and affect recovery.
It is often assumed that negative self-concept or low self-esteem improve as a general 
consequence of therapy. However, the lack of relationship between number of sessions and 
any of the self-concept measures suggests that this was not the case for the current study. 
Furthermore, the results suggest that the intervention used in the services studied, CBT, may 
not effectively tackle negative self-concept, despite aiming to address negative thoughts, 
including negative self-beliefs. In particular, people who had been receiving treatment over 
a long period of time, continued to have a negative self-concept. I would therefore argue 
that more explicit self-concept interventions may be needed, looking at how an individual
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views themselves, and how they evaluate themselves compared to their own and other 
people’s standards. To date, there appears to have been relatively little written about 
specific interventions for improving negative self-concept (Fennell, 1997).
5.5 Conclusion
The aim of the current study was to explore self-concept in two mental disorders, 
specifically depression and OCD, firstly to determine whether self-concept was implicated in 
OCD, and secondly to determine whether the different disorders were associated with 
differences in self-concept. The results found that both clinical groups experienced 
significantly lower self-esteem, more negative total self-concept, and greater total self­
discrepancies compared to the comparison group. Whilst not significant, the OCD group 
demonstrated even lower self-esteem and more negative self-concept than the depression 
group. Despite negative self-concept being mostly associated with depression, the results 
indicated that negative self-concept was as prevalent in OCD as in depression. This is 
consistent with an increasing body of literature, which implicates negative self-concept in a 
number of mental health problems. The current study adds OCD to this list.
Some would argue that negative self-concept is a general distress factor related to many 
mental health problems. However, analysis of different factors of self-concept, using the 
TSCS:2 suggested both similarities and differences between the depression and OCD 
groups. In particular, for the moral and family sub-domains, only the OCD group had 
significantly more negative self-concept than the comparison group. This indicates that 
people with OCD may have specific negative self-beliefs relating to these two areas, and 
provides tentative support for the idea that different mental health problems may be 
associated with different aspects of self-concept. However, considerably more research is 
required to develop this idea further. Notwithstanding this, the results have important 
implications for treatment. In particular, treatment may need to consider negative self- 
concept more directly, and not just in depression.
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APPENDIX I DSM-IV Criteria for depression and OCD
Diagnostic criteria for major depressive episode
A. Five (or more) o f  the following symptoms, experienced nearly everyday, during same 2 week period, with 
at least one being depressed mood or loss o f interest or pleasure:
•  Depressed mood most o f  the day.
•  Markedly diminished interest or pleasure in all, or almost all, activities most o f the day.
•  Significant weight loss or weight gain, or decrease or increase in appetite.
•  Insomnia or hyperinsomnia.
•  Psychomotor agitation or retardation.
•  Fatigue or loss o f energy
• Feeling o f worthless or excessive or inappropriate guilt
•  Diminished ability to  think or concentrate, or indecisiveness 
c Recurrent thoughts o f  death or recurrent suicidal ideation
B. Symptoms do not meet criteria for mixed episode
C. Symptoms cause clinically significant distress or impairment o f  social, occupational, or other important 
areas o f  functioning
D. Symptoms are not due to physiological effects o f a substance or a general medical condition
E. Symptoms not better accounted for by bereavement
Diagnostic criteria for major depressive disorder
A. Presence o f major depressive episode
B. Major depressive episode not accounted for by schizoaffective disorder and not superimposed on 
schizophrenia or other psychotic disorders
C. There has never been a manic episode, mixed episode or hypomanic episode
Diagnostic criteria for obsessive-compulsive disorder
A. Either obsessions or compulsions:
Obsessions are defined as:
o Recurrent and persistent thoughts, impulses or images that are experienced as intrusive and 
inappropriate and cause marked anxiety or distress 
o Thoughts, impulses or images are not simply excessive worries about real-life problems 
o The person attempts to  ignore or suppress such thoughts, impulses or images, or to neutralise them 
with another thought or action 
o The person recognises that obsessional thoughts are a product o f his/her own mind 
Compulsions are defined as:
o Repetitive behaviours (e.g. hand washing, ordering, checking) or mental acts (e.g. praying,
counting, repeating words silently) that a person feels driven to perform in response to  an obsession 
or rules that must be applied rigidly, 
o Behaviours or mental acts are aimed at preventing or reducing distress or preventing some dreaded 
event or situation. However, behaviours or mental acts are not connected in a realistic way with 
what they are designed to neutralise or prevent.
B. At some point during course o f disorder, person has recognised that obsessions or compulsions are 
excessive or unreasonable
C. Obsessions or compulsions cause marked distress, are time consuming, or significantly interfere with 
normal routine, occupations functioning, or social activities
D. I f  another Axis J disorder is present, content or obsessions are not restricted to it
E. The disturbance is not due to direct physiological effects o f a substance or general medical condition
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APPENDIX H Self-esteem Scale (Rosenberg, 1979)
Self-esteem questionnaire
This questionnaire looks at here you feel about yourself. After each statement there are 
four boxes. Choose the one that best describes you and put a tick in it.
Strongly
agree
Agree Disagree Strongly
disagree
1. I feel that I’m a person on an equal basis with others. □ □ □ □
2. I feel that I have a number of good qualities. □ □ □ □
3. All in all I am inclined to feel that I am a failure. □ □ □ □
4. I am able to do things as well as most people □ □ □ □
5. I take a positive attitude towards myself □ □ □ □
6. I feel I do not have much to be proud of □ □ □ □
7. On the whole I am satisfied with myself □ □ □ □
8. I wish I could have more respect for myself □ □ □ □
9. I certainly feel useless at times □ □ □ □
10. At times I think I am no good at all □ □ □ □
2 1 0
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APPENDIX m  The Selves Questionnaire
The Selves Q uestionnaire
How you view yourself
This section looks at: who you actually are, who you ideally would like to be, and who you ought to  be. You 
are asked to provide up to 10 one-word attributes describing yourself for each o f these categories. Some will 
be the same from category to category. Others will differ. There are no right or wrong answers, so please try 
to be as honest as possible.
I see myself at the moment as:
1.................................................................... 6....................................................................
2........................................................................ 7 .........................................................................................
3........................................................................... 8...........................................................................
4 ........................................................................... 9 ...........................................................................
5. ___________________  ______ _ 10 ....................................................
I would ideally like to be:
1.................................................................... 6........................................................................
2 ........................................................................ 7 .........................................................................................
3 .................................................................... 8...........................................................................
4 ........................................................................... 9...........................................................................
5 ......................................................... 10........... ....................  ...................
I think I ought to be:
1................................................................... 6 ....................................................................
2........................................................................ 7 .........................................................................................
3........................................................................... 8...........................................................................
4 ........................................................................... 9 ...........................................................................
5......... ............................... .......................... 10..................................................................
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The Selves Q uestionnaire
How others view you
This section considers how you think other people view you. There are three sections: how o ther people think 
you actually are, how other people think you ideally could be, and how other people think you ought to be. 
Only consider o ther people who matter to you or who have a strong injluence on you. People might include 
partners, parents, relatives or close friends. Their influence can be either positive or negative. It may be 
helpful to think about one person in particular, and answer the questions from their perspective.
You are asked to provide up to 10 one-word attributes describing how o ther people view you for each o f the 
categories. Some will be the same from category to category. Others will differ. There are no right or wrong 
answers, so please try to be as honest as possible.
Other people see me at the moment as:
1................................................................... 6........................................................................
2........................................................................ 7........................................................................
3........................................................................ 8........................................................................
4 .................................................................. 9........................................................................
5 ......... 10 ...............................
Other people would ideally like me to be:
1................................................................... 6........................................................................
2 ........................................................................ 7........................................................................
3........................................................................ 8........................................................................
4........................................................................ 9........................................................................
5 ............ 10 .. .............................................. ........
Other people think I ought to be:
1................................................................... 6........................................................................
2........................................................................ 7............................................................................
3 ..................................................................... 8............................................................................
4 ........................................................................... 9 ............................................................................
5........................................................................... 10..................................................................
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UniS
PSYCHD CLINICAL PSYCHOLOGY  
M AJOR RESEARCH PROJECT
INFORMATION SHEET 
(CLINICAL GROUPS)
The role o f self-concept in depression 
and obsessive compulsive disorder (OCD)
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 689553
Sch ool of
Human
S c ie n c e s
Department 
of Psychology
Dear Sir/Madam
You are being invited to take part in a research study. Before you decide whether you want to 
participate, it is important fo r you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and to decide whether or not you 
wish to take part. Discuss it with others i f  you wish. I f  there is anything that is not clear or i f  you 
would like more information please feel free to contact me. My contact details are provided below. 
Thank you fo r taking the time to read this.
(Trainee Clinical Psychologist, University o f Surrey)
What is the purpose of the study?
This research study fo rm s  part o f the course requirements for a Doctorate in Clinical Psychology, at the 
University o f  Surrey. It aims to look at the role o f  self-concept in mental health problems, particularly 
depression and an anxiety disorder called Obsessive Compulsive Disorder (OCD).
The question “who am I?” has been considered since the beginning o f time. In general, self-concept is 
thought to be a unique and complex combination o f  our thoughts, feelings, experiences, character, 
personality, identity, social status and expectations. Some research suggests that our self-concept may 
play a part in our mental well-being. This study therefore aims to consider whether different aspects o f  
self-concept are related to different mental illnesses, specifically depression and OCD. By looking at 
the relationship between self-concept,, depression and OCD, the study may provide some useful 
information to those with these disorders, and to those who help them, such as clinical psychologists.
Why have I  been chosen?
You have been chosen for this study as your assessment indicated that you may be suffering with either 
depression or OCD. I am hoping to recruit at least 22 people with depression, 22 people with OCD, 
and also 22 people without depression or OCD to compare your data to.
Do I have to take part?
It is important to note that this research is completely separate to the care that you receive from your 
therapist Your therapist has simply agreed to approach clients on my behalf and none o f the 
information you provide will be discussed with your therapist. It is up to you to decide whether or not 
to take part. I f  you do decide to take part, you will be given this information sheet to keep. You are 
still free to withdraw at any time and without giving a reason. A decision to withdraw or not to take 
part, w ill not affect the standard o f care you receive. ' “ 213
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W hat will happen to me if I  take part?
I f  you decide to take part, your therapist will provide me with your name, address and your GP details.
I will then send you some questionnaires, a consent form and a copy o f this information sheet to your 
home address, by post All questionnaires include clear instructions on how to complete them. The 
questionnaires will ask you some personal questions about yourself. After completion, please place the 
questionnaires and the signed consent form in the pre-paid envelope provided (you don’t  need a stamp) 
and return them to me at the address provided. Participating, or not participating in this study will not 
affect the care you receive.
W hat are the possible disadvantages and risks o f taking part?
There are very few risks or disadvantages o f taking part The questionnaires do ask some personal 
questions. Whilst it is not expected that any questions will be difficult or uncomfortable to answer, 
some people may find them so. The -information you provide is completely confidential. The 
questionnaires will take some time to complete (approximately 35 minutes), which you may find 
inconvenient
W hat are the possible benefits o f taking part?
By taking part in this study you will be contributing to an improved understanding o f the role o f self- 
concept in mental health problems. Participating in this study may not help you directly, but the 
information that you provide may help the future treatment o f other people with depression or OCD. 
Having said this, I hope that by participating in this study, you may also learn something about your 
own self-concept.
W hat i f  I  am  unhappy with the questions asked?
Taking part in this study is completely voluntary and you are free to withdraw from this study at any • 
stage. Whilst it is not expected that any questions asked will be difficult or uncomfortable to answer, i f  
you do feel upset by anything, please feel free to contact me. Alternatively, you may want to discuss 
this with your therapist
W ill my taking p a rt in this study be kept confidential?
All information collected about you during the course o f  this study will be kept strictly confidential. 
Your consent form will be separated from your response forms on return to me. The only reason that 
the results o f your questionnaire may be discussed elsewhere is i f  you provide information that 
indicates that you may want to harm yourself or others. In this case, information will be discussed with 
your GP.
W hat will happen to die results of the research study?
The overall results o f  this study will be included in a research report, which is included in a portfolio o f 
other work by the researcher, held at the University o f Surrey. Reported results will comprise overall 
results from all participants. No participant will be identified in the report. Results will be fed back to 
the Service in which the research was carried ou t These conditions also apply should the results be 
published in a recognised research journal.
W ho is supporting/reviewing, the research?
This research study forms part of the course requirements for a Doctorate in Clinical Psychology, at the 
University of Surrey and is supported by NHS Trust My research
sunervisors are (University of Surrey; tel: ) and r
(; NHS Trust; tel: ). This study has been reviewed by the
University o f Surrey Ethics Committee and the South West and North West Surrey Local NHS 
Research Ethics Committees.
W ho to contact?
I f  you have any questions you can contact me by email a t  ... . Alternatively, you can
contact me by telephone at the University of Surrey ( ), where you can leave a message
and I will call you back. ___
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APPENDIX V Consent form
PSYCHD CLINICAL PSYCHOLOGY  
MAJOR RESEARCH PROJECT
CONSENT FORM
The role o f self-concept in depression 
and obsessive compulsive disorder (OCD)
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 689553
School of
Human
S c ien ces
Department 
of Psychology
I the undersigned voluntarily agree to take part in the above mentioned study.
I have read and understood the Information Sheet provided. I have been given a full 
explanation o f the nature and purpose o f the study, and what I will be expected to do. I 
have been given the opportunity to ask questions on all aspects o f the study and have 
understood the advice and information given as a result
I agree to comply with any instructions given to me during the study and to co-operate 
fully with the researcher.
I understand that all personal data relating to volunteers is held and processed in 
strictest confidence, and in accordance with the Data Protection Act (1998). I agree 
that I will not seek to restrict the use o f the results of the study on the understanding 
that my anonymity is preserved.
I understand that my participation is voluntary and I am free to withdraw from the 
study without needing to justify my decision and without prejudice. However, I 
understand that once submitted, it is not possible to withdraw my questionnaires.
I confirm that I have read and understood the above and freely consent to participation 
in this study. I have been given adequate time to consider my participation and agree 
to comply with the instructions and restrictions o f the study.
T h e  Q u e e n ’s
A n n iv e r s a r y  P r iz e s
Name of volunteer 
(BLOCK CAPITALS)
Name of person taking consent
Signature Date
Signature Date
□
□
□
□
□
□
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APPENDIX VI Covering letter to clinical groups
T he Q u e e n ‘j
A n n iv e r s a r y  P r iz e s
PSYCHD CLINICAL PSYCHOLOGY 
MAJOR RESEARCH PROJECT
The role of self-concept in depression 
and obsessive compulsive disorder (OCD)
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 {0)1483 300800 
Facsimile
+44 (0)1483 689553
School of
Human
S c ien ces
Department 
of Psychology
Date:
Door (Client Name)
I understand from your therapist that you have agreed to take part in the above- 
mentioned study. By doing so you are contributing to our understanding of self- 
concept and the role it plays in mental health, specifically depression and OCD. .
Your therapist will have given you an information sheet to read about the study, but 
I enclose another copy for your reference. Please remember that you are free to 
withdraw from this study at any time, and taking part, or not taking part, will not 
affect the treatment you are receiving.
t
Once you are happy to go ahead, please read and sign the enclosed consent form. 
This must be returned with the questionnaires in the envelope provided. You will 
also find three short questionnaires to complete. Instructions are provided on each 
questionnaire. Once you have completed them, please place them and the consent 
form in the addressed envelope (you don’t need a stamp) and return them to me. If 
you decide not to complete die questionnaires, please return them to me so ’that I 
can use them again.
Thank you for taking part in this study,
Yours sincerely,
Trainee Clinical Psychologist, University of Surrey
MRP.Participant letter.10/11/03 216
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APPENDIX VII Letter to GP for clinical groups
Uni
PSYCHD CLINICAL PSYCHOLOGY 
MAJOR RESEARCH PROJECT
The role of self-concept in depression 
and obsessive compulsive disorder (OCD)
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone.
+44 (0)1483 300800 
Facsimile
+44 (0)1483 689553
School of
Human
S c ien ces
Department 
of Psychology
Dr
Date
Dear Dr
Re: DOB:
I am writing to inform you that the above-mentioned patient has agreed to participate in a 
research study investigating the role o f self-concept indepression and obsessive compulsive
disorder. ...........   has been selected for die study as she is currently being seen at the
 ............. clinic of the ............................................Service. The study requires
each participant to complete three short questionnaires about themselves and their life.
The study forms part of the course requirements for the PsychD in Clinical Psychology at the
University of Surrey and is supported by the  ........... .......................Trust. For further
details of the study, please refer to the attached information sheet, which has also been given 
to each participant. —
If you would like further information of the study, please do not hesitate to contact me at the 
above address or by email:
Yours sincerely,
Trainee Clinical Psychologist
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T h e  Q u e e n ’s
A n n iv e r s a r y  P r iz e s
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APPENDIX V in  Covering letter to comparison group
Dr
Dr
Dr
Dr
Dr
Dr
Dr
Surgery
Tel:
Appointments:
Fax:
2004
Dear
Die Practice is currently supporting a Research Study at the University of 
Surrey looking at the role of self-concept in mental health problems. We are 
sending out questionnaires to patients of the surgery so that their data can be 
used for comparison with those with depression and anxiety disorders. More 
detailed information about the research is enclosed for your reference.
We would be grateful if you would complete the attached questionnaires and 
consent form, and return them in the envelope provided.
Thank you for your help.
Yours sincerely,
Practice Manager
“218
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APPENDIX IX Information sheet for comparison (control) group
PSYCHD CLINICAL PSYCHOLOGY
MAJOR RESEARCH PROJECT Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 689553
University School of
of Surrey Human
« Sci ences
INFORMATION SHEET 
(CONTROL GROUP)
Department 
of Psychology
The role of self-concept in depression 
and obsessive compulsive disorder (OCD)
Dear Sir/Madam
You are being invited to take part in a research study. Before you decide whether you -want to 
participate, it is important fo r  you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and to decide whether or not you 
wish to take part Discuss it with others i f  you wish. I f  there is anything that is not clear or i f  you 
would like more information please feel free to contact me. My contact details are provided below. 
Think you fo r taking the time to read this.
W hat is the purpose of die study?
This research study forms part o f the course requirements for a Doctorate in Clinical Psychology, at the 
University o f  Surrey. It aims to look at the role o f  self-concept in mental health problems, particularly 
depression and an anxiety disorder called Obsessive Compulsive Disorder (OCD).
The question “who am I?” has been considered since the beginning o f time. In general, self-concept is 
thought to be a unique, and complex combination o f our thoughts, feelings, experiences, character, 
personality, identity, social status and expectations. Some research suggests that our self-concept may 
play a  part in our mental well-being. This study therefore aims to consider whether different aspects of 
self-concept are related to different mental illnesses. By looking at the relationship between self- 
concept, depression and OCD, the study may help provide some useful information to those with these 
disorders, and to those who help them, such as clinical psychologists.
Why have I  been chosen?
You have been chosen for this study as part o f  a control group. The control group is selected at random 
from people attending your GP surgery. The control group comprises people who have neither 
depression or OCD, or any other recognised mental illness.
Do I  have to take part?
It is up to you to decide whether or not to take part I f  you do decide-to take part, you will be given this 
information sheet to keep and be asked to sign a consent form. You are still free to withdraw at any 
time and without giving a reason.
(Trainee Clinical Psychologist, University o f  Surrey)
Major Research Project
W hat will happen to me i f  I  take part?
If you decide to take part, please fill out the attached questionnaires. All questionnaires include clear 
instructions on how to complete them. The questionnaires will ask you some personal questions about 
yourself and your life. AH information that you provide is confidential (see below). The questionnaires 
should take approximately 35 minutes to complete. After completion, please return the questionnaires 
and the consent form in the stamped-addressed envelope provided, to the Researcher.
W hat are the possible disadvantages and risks o f taking part?
There are very few risks or disadvantages of taking part The questionnaires do ask some personal 
questions. "Whilst it is not expected that any questions wiH be difficult or uncomfortable to answer, 
some people may find them so. The information you provide is completely confidential The 
questionnaires will take also some time to complete (approximately 35 minutes), which you may find 
inconvenient
W hat are die possible benefits o f  taking part?
By taking part in this study you wiH be contributing to an improved understanding o f tire role of self- 
concept in mental health problems. Participating in this study may not help you directly, but the 
information that you provide may help the future treatment o f people with depression or OCD. Having 
said this,*! hope that by participating in this study, you may also leam something about your own self- 
concept “
W hat i f  I  am unhappy with the questions asked?
• Taking part in this study is completely voluntary and you are free to withdraw from .this study at any 
stage. Whilst it is not expected that any questions asked wiH be difficult or uncomfortable to answer, i f  
you do feel upset by anything, please seek support, either by discussing this with your friends, family, 
•GP or by contacting me directly (contact details below).
Will my taking part in tins study be kept confidential?
AH information collected about you during the course of. this study wiH be kept strictly confidential 
Your consent form wHl be separated from your response forms on return to me. The only reason that 
the results o f .your .questionnaire may be discussed elsewhere is i f  you provide information that 
indicates that you may want to harm yourself or others. In this case, information will be discussed with 
you GP.
W hat wiH happen to the results o f the research study? v
The overaH results o f this study wifi be included in a research report, which is included in a portfolio o f  
other work by the researcher, held-at the University of Surrey. Reported results will comprise overaH 
results from aH participants. The report wiH not discuss any one individual case and no participant wHl 
be identified in die re p o r t: Results wfll be fed back to the Service in which the research was carried 
ou t These conditions wiH also apply should the results be published in a  recognised research journal
W ho is supporting/reviewing the research?
This research study forms part o f  the course requirements for a Doctorate in Clinical Psychology, at the 
University of Surrey and is supported by NHS Trust My research
supervisors a re . (University of Surrey; tel: ) and
( • NHS Trust; tel: ). This study has been reviewed by the
University ot Surrey Ethics Committee and the South West and North West Surrey Local NHS 
Research Ethics Committees.
Who to contact?
I f  you have any questions you can contact me by email at: r  ' • Alternatively, you can
contact me by telephone at the University of Surrey ( *.), where you can leave a message-
and I wiH caH you back.
2 2 0
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APPENDIX X Approval of study by LRECs
South W est Surrey Local Research Ethics Committee
Education Centre 
The Royal Surrey County Hospital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Our Ref: EC76/03 
11 Novem ber 2003
M s, .
Trainee Clinical Psychologist 
Department o f  Psychology 
University o f  Surrey 
GUILDFORD 
Surrey
D e a r .
T he ro le o f  self-concept in depression and  OCD (obsessive com pulsive disorder)
I am pleased to  be able to inform you that the Chairman o f  the Ethics Committee, acting under 
delegated authority from the Committee, has approved the above study
2. The decision was based on a review o f  the following documents:
i) The South West Surrey Local Research Ethics Committee Application Form  
which you signed (undated).
ii) The Research Proposal Form (version undated).
iii) The Information Sheet -  Clinical Groups (version 02 dated 23 June 2003).
iv) The Information Sheet -  Control Group (version 02 dated 23 June 2003).
v) The Consent Form (version undated).
vi) The Tennessee Self-Concept Scale.
vii) The Selves Questionnaire.
viii) The Self-Esteem Questionnaire.
3. The Committee’s approval is subject to the following conditions:
i) No changes should be made to the documents listed above or the procedures set 
out in them without prior written approval o f the Committee. The Committee' 
has noted that you plan to use an updated version o f the Tennessee Self- 
Concept Scale. You should provide a copy o f  this to the Committee when it 
becomes available.
ii) All adverse events that are both serious and unexpected should be promptly 
reported to the Committee.
An advisory committee to Surrey and Sussex Strategic Health Authority
Major Research Project
The Committee should be provided w ith a copy o f the report on the outcome of 
the study or a  copy o f any published document
The project must be started within three years o f the date on w hich the 
Committee approved the study. If  the study is delayed it is your responsibility 
to ensure that due account is taken o f any new research inform ation or 
developments which might affect the design or conduct o f  the study. Any 
amendments arising from this would need to be approved by the Committee 
before commencement o f the study.
I enclose a copy o f  the Membership List o f South West Surrey LREC.
Yours sincerely
C o-ord inator
Enclosure
Copy to: North W est Surrey LREC
iii)
iv)
2 2 2
Major Research Project
North W est Surrey  Local R e s e a rc h  E th ics  Com m ittee
Peach Hut 2 
Bournewood House 
St Peters Hospital Site 
Guildford Road 
CHERTSEY 
Surrey KT16 OQA
Tel: 01932 722952 
Fax: 01932 722953
'6 th October 2003  
Miss
Trainee Clinical Psychologist 
Dear Miss
LREC Ref: PRQ/71/03: v
The role o f Self Concept in D epression & Obsessive Compulsive D isorder
Thank you for attending the North W est Surrey LREC meeting on W ednesday 2 9 th October 2003. The  
Chairman on behalf o f the North W e s t Surrey LREC has considered your response to the issues raised 
by the Committee at the first review  o f your application on 24th Septem ber 20 0 3 , as set out in our letter 
dated 29m Septem ber 2003. The documents considered were as follows:
•  Letter to Com m ittee from . -1 6 .1 0 .0 3
•  Letter tc ' from  (D ata Protection Officer
•  G P  Consent Form (H eaded  Paper) Version 1 dated 06 .10.03
•  G P  Letter (H eaded  Paper) Version 1 dated 06 .10 .03
•  Application Form -  signed and dated 29 .08 .03
•  Letter from -  Caldicott Guardian
•  Research Proposal -  Resubmission
•  C V  fo r .
•  The Selves Questionnaire
•  Self Esteem Questionnaire
•  Information Sheet -  Clinical Groups
•  Information Sheet -  Control Groups
•  T S C S :2  Profile Sheet (Questionnaire
The Chairman, acting .under delegated  authority, is satisfied that your response has fulfilled the 
requirements of the Comm ittee. You are therefore given approval for your research on ethical grounds 
providing you comply with the conditions set out below: ’
C o nd itio ns  o f A p prova l:
•  You do not undertake this research in any NHS organisation until the  relevant NHS  
m anagem ent approval has been received.
•  You do not deviate from, or m ake changes to, the protocol without the prior written approval of
the LREC, except w here this is necessary to eliminate im m ediate hazards to research
participants or when the change involves only logistical or adm inistrative aspects of the
research. In such cases, the LREC should be informed within seven days of the
implementation of the change. Likewise, you should also seek the relevant N H S managem ent 
approval for the am endm ent, or inform N H S organisation of any logistical or administrative 
changes. —  .....
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The role of Self C oncept in Depression & Obsessive Compulsive Disorder
Approval Letter dated 4 th Novem ber 2003  
P age 2 of 2
•  You complete and return the standard progress report form to the LREC one year from the date  
of this letter and thereafter on an annual basis'. This form should also be used to notify the  
Com m ittee w hen your research is completed and should be sent to the REC within three  
months of completion. For a copy of the progress report p lease see www.corec.ora.uk.
•  if you decide to term inate this research prematurely, a progress report form should be sent to 
the LREC within 15 days, indicating the reason for the early termination. For a copy o f the  
progress report p lease see  www.corec.orq.uk.
•  You must advise the LR EC  o f all suspected Serious A dverse Reactions (SA R R S ) and all 
Suspected Unexpected Serious Adverse Reactions (S U S A R S ).
•  You advise the L R E C  of any unusual or unexpected results that raise questions about the  
safety of the research.
T he  project must be started within three years of the date o f this letter.
‘L E A D ’ LR E C  -  other local submissions
W here this LR EC  is taking the  role of ’Lead’ LREC, it is your responsibility to ensure that any other 
local researchers within the  Surrey & Sussex Strategic Health Authority seek the approval of the  
relevant LR EC  before starting their research. To do this you should subm it one copy of the following 
documents to the relevant LRECs:
•  This approval letter
•  Part C  o f the R E C  application form (with pertinent local details)
•  LR EC  approved version o f the patient information sheet and consent form, in the appropriate  
local format (ie on applicable headed paper and showing pertinent local contact details)
•  Principal (local) investigators C V
No other docum ents are  required by the LREC to consider locality issues.
NHS LRECs are com pliant with the International Conference on Harm onisation/Good Clinical Practice  
(ICH  G C P ) Guidelines for the conduct of trials involving participation o f human subjects.
Your application has been given a unique reference number, please use it on ail 
_________________________ correspondence with the LREC_____________________
Yours sincerely
C HAIR
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APPENDIX XI Approval of study by University Ethics Committee
UniS
Ethics Committee
2 6  N o v e m b e r 2 0 0 3
M is s .
T ra in e e  C lin ica l Psychologist 
D e p a rtm e n t o f P sychology  
S ch o o l o f H u m a n  S c ien ces
D e a r M iss
T h e  ro le  o f  s e lf -c o n c e p t  in d e p re s s io n  a n d  o b s e s s iv e  c o m p u is iv e  d is o rd e r  
(E C /2 0 0 3 /1 2 6 /P s v c h l -  F A S T  T R A C K
I am  w riting  to  inform  you th a t the  University E th ics C o m m itte e  has  considered  th e  a b o v e  
p ro to co l u n d e r its ‘Fas t T rack ' p rocedure, an d  has ap p ro ved  it on  th e  understanding  th a t  
th e  E th ica l G u id e lin es  fo r Teach ing  and R e s earch  a re  o b served  and  th e  follow ing condition  
is m et:
•  T h a t th e  con d ition s  o f approval from  th e  N o rth  W e s t S u rrey  LR E C , s ta ted  in the ir le tter  
o f 6  O c to b e r  2 0 0 3 , are  observed.
F o r y o u r in fo rm ation , and future reference, th e s e  G uid e lin es  can  b e  d o w n lo ad ed  fro m  th e  
C o m m itte e 's  w e b s ite  at h ttp ://w w w .s u rre y .a c .u k /S u rre y /A C E /.
Th is  le tte r  o f  app ro va l relates only to th e  s tu d y  spec ified  in y o u r research  p ro toco l 
(E C /2 0 0 3 /1 2 6 /P s y c h ) -  Fast T rack. The C o m m itte e  should  b e  notified  o f any chan ges  to  
th e  p ro p o sa l, a n y  adverse  reactions and if th e  s tu d y  is te rm in a te d  earlier than  e x p e c ted , 
w ith  reas o n s .
I shou ld  b e  g ra te fu l if you w ou ld  confirm  in w riting  y o u r a c c e p ta n c e  o f th e  condition  above.
D a te  o f a p p ro v a l b y  th e  Ethics C om m ittee: 2 6  N o v e m b e r  2 0 0 3
D a te  o f e x p iry  o f app ro va l by the Ethics C o m m itte e : 2 5  N o v e m b e r  2 0 0 8
P lease  in fo rm  m e  w hen  th e  research has been  c o m p le te d .
Y ours  s in c e re ly
S e c re ta ry , U n ivers ity  Ethics C o m m ittee  
R egistry
cc: , Chairm an, Ethics C o m m itte e
■ S uperv isor, D ept o f Psychology
Major Research Project 
APPENDIX XII Approval of study by NHS Trust Caldicott Guardian
Trainee Clinical Psychologist
27th August 2003 
Dear ■
Research Project-The role in self-concept in depression and OCD
Further to your meeting with , I am writing to confirm that the
ethical aspects of the project comply with Caldicott principles. App'roval is 
therefore given to this aspect of the project.
Yours sincerely,
Medical Director & Caldicott Guardian
NHS Trust
Medical Director & Caldicott Guardian
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